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Dorrance, G. M., and Loudenslager, P. E.: Physio- 
logical Considerations in the Treatment of 
Pulsating Exophthalmos. Am. J. Ophth., 1934, 
17: 1099. 

From ten cases of pulsating exophthalmos in 
which studies were made of the retrograde flow from 
the anastomoses of the external carotid artery down 
the external carotid, past the bifurcation, and into 
the internal carotid, the authors draw the following 
conclusions: 

1. Following ligation of the common carotid 
artery the internal becomes a branch of the external 
and the volume flow in the internal is reduced about 
50 per cent. 

2. Almost one-half of the recurrent flow in the 
external carotid artery comes through the superior 
thyroid artery. 

The authors believe that as a general rule it is 
wise to ligate the common carotid artery alone. This 
frequently results in cure. If the symptoms persist 
or recur, the superior thyroid and occipital arteries 
should be ligated. Later the external trunk may 
require ligation. Successful results are more frequent 
if the following physiological facts are borne in 
mind: 

1. When the blood volume in the internal carotid 
artery is reduced slowly there is less likelihood of 
starting a back-flow from the artery distal to the 
fistula. 

2. Any volume of blood which is reaching the 
brain by this route is proportionately preserved. 

3. The existence in the bifurcation of the common 
carotid of a carotid sinus that regulates the circu- 
lation to the brain may be so influenced that the 
heart may be slowed and the blood pressure re- 
duced, any abnormality of the cerebral blood supply 
being thereby accentuated. Removal of the stimu- 
lation to this sinus will result in an increase in the 
heart rate and blood pressure. 

Ligation of the internal carotid artery in the 
presence of an arteriovenous fistula in the cavernous 
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sinus is contra-indicated because it is frequently 
followed by hemiplegia. It completely cuts off any 
blood which may be getting past the fistula and into 
the brain. It creates an area of low resistance at the 
site of the fistula, and may result in the draining of 
large quantities of blood from the cerebral channels 
with consequent cerebral complications. It creates 
an increased pressure within the carotid sinus, 
thereby lowering the blood pressure and the pulse 
rate. 

Ligation of the common carotid artery is relatively 
seldom followed by complications such as hemi- 
plegia. It reduces the blood flow in the internal 
carotid artery; aids collateral circulation in the 
brain; permits fractional ligation of the internal 
carotid, thereby reducing the flow through the 
fistula between the internal carotid artery and the 
cavernous sinus without stimulating a reverse flow 
from the distal segment; and reduces the pressure 
within the carotid sinus, thereby increasing the 
blood pressure and heart rate and preventing slow- 
ing of the circulation in the cerebral areas. 

From a study of all phases the authors draw the 
following conclusions: 

1. Routine pre-operative compression of the ca- 
rotid vessels and the use of fascial bands or rigid 
clamps such as those of Matas or Neff may con- 
tribute to the incidence of postoperative compli- 
cations. 

2. Simultaneous ligation of the internal jugular 
vein is more apt to be detrimental than helpful. 

3. In the presence of mouth, nose, or throat in- 
fection, the operative wound in the neck should be 
drained. 

4. Anomalies of the circle of Willis are so rarely 
uncompensated that deficiency of collateral circu- 
lation because of them cannot explain all of the 
cerebral complications which follow ligation of the 
carotid vessels. 

5. Cerebral accidents following these ligations are 
due largely to sudden extreme reduction in the 
blood pressure resulting in stagnation of the blood 
stream in cerebral areas. Lesire L. McCoy, M.D. 
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Jameson, P. C.: The Use of Thyroxin in Ophthal- 
mology: Its Application As a Local Agent and 
Its Action As a Metabolic Alterative. Arch. 
Ophth., 1934, 12: 635. 

The use of thyroxin in the eye was first tried by 
Browning in his own eye in an attempt to arrest 
failure of vision associated with exacerbations of 
pressure. Jameson reviews briefly the biological 
and biochemical investigations and claims that a 
definite alterative and stimulative action follows the 
topical action of thyroxin in the eye. He gives 
detailed instructions for the preparation of the 
natural crystallin thyroxin. The solution has been 
used in strengths varying from 1 to 5 mgm. to 1 
c.cm. of water. A synthetic product containing 
2 mgm. per cubic centimeter is on the market. This 
may be instilled undiluted. The small amount used 
is not likely to cause a general toxic effect. 

Thyroxin has been administered to about seventy- 
five patients for eye conditions. In many acute 
cases the effect has been striking. While it is doubt- 
ful whether thyroxin will influence well-developed 
nuclear changes, it may prove valuable in retarding 
incipient opacifications and in lessening tension 
incident to tumefaction of the lens. It does not 
contract the pupil. It has caused noticeable im- 
provement in cases of floating vitreous opacities and 
striking improvement in a large proportion of 
keratitic conditions. 

In his own case Browning noted definite improve- 
ment of near vision from ability to read only with 
a 4-in. lens to the reading of Jaeger No. 4 without a 
lens. He became able to discontinue the use of 


physostigmine because of cessation of the exacer- 


bations of pressure. 

Other conditions for which thyroxin has been 
employed include kerato-iritis, keratitis, corneal 
opacity, iritis following the removal of a cataract, 
and a postoperative injury with considerable reac- 
tion and much vitreous débris. In all of the cases 
marked improvement in vision was obtained. 

With regard to the use of thyroxin in incipient 
cataracts, Jameson says that such cataracts have 
never shown regression and the slight improvement 
noted cannot be properly judged as yet. Tension is 
definitely reduced without contraction of the pupil, 
but further investigation must be made before 
definite conclusions can be reached. 

The tenderness without inflammatory reaction 
which is sometimes revealed by pressure over the 
ciliary body and muscles and is probably of rheu- 
matic origin is relieved by thyroxin. Vitreous 
opacities have been markedly improved. 

Basal metabolism tests may yield information as 
to dosage and the reason for the effect of thyroxin. 

The high iodine content of thyroxin probably 
accounts for its penetrative property, but iodine 
alone is not responsible for the improvement ob- 
tained as potassium iodide and glycerin, which has 
been used for many years, does not have the same 
effect. Neither is sodium hydroxide the active agent, 
as solutions of the same strength as those used in 
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the thyroxin preparation do not reduce the tension 
as does thyroxin solution. 

The symptoms of cumulation are a feeling of 
suffusion or pull in the eye, inhibition of the or 
bicularis, widening of the palpebral fissure, and mild 
transient paresthesias. Epwarp §. Pratt, M.D. 


Friedenwald, J. S.: Notes on the Allergy Theory of 
Sympathetic Ophthalmia. Am. J. Ophth., 1934, 
17: 1008, 

The histological appearance of sympathetic 
ophthalmia is well known and is compatible with 
the theory that the condition is due to allergy. The 
reaction in cases of sympathetic ophthalmia to the 
intradermal injections of uveal pigment has all o/ 
the characteristics of the inflammatory reaction in 
the eye. False positive reactions having been en 
countered, it is necessary to conclude that if allerg, 
to uveal pigment is responsible for the lesions of 
sympathetic ophthalmia, some other factor is re 
quired to release the uveal pigment from the 
melanophores and make it available for the allergi: 
reaction. The additional factor necessary for iii 
tiation of the inflammatory reaction is a prolifer: 
tion of the intra-ocular melanophores. 

Uveal pigment being a very insoluble and feeble 
antigen, an attempt to desensitize would be slow 
and ineffective. The body should therefore be 
supplied with this pigment at some other point. .\s 
the melanin of the skin is probably related to th 
melanin of the uveal tract, a proliferation of the 
skin melanophores would provide a more widely 
distributed source of pigment. Friedenwald has 
treated three cases of sympathetic ophthalmia with 
ultraviolet light with interesting results. 

Vircit Wescott, M.D. 


Thygeson, P.: Etiological Diagnosis of Conjunc- 
tivitis. Arch. Ophth., 1934, 12: 676. 


The conjunctiva has a limited normal bacterial 
flora, the only constant organisms being the cory 
nebacterium xerosis and the staphylococcus albus, 
both of which are saprophytes. In the presence of 
conjunctivitis these organisms are often crowded out 
by the invaders so that an almost pure culture of the 
latter is obtainable. Thygeson presents a technique 
for quick determination of the cause of an infection 
by use of the Gram and Giemsa stains; a cultur 
technique for further identification of the organisms, 
and charts for differentiation of the more common 
conjunctival bacteria by culture and smear. 

He states that lachrymal conjunctivitis is second 
ary to infection in the lachrymal sac. The prog 
nosis is most favorable in the newborn. In the 
adult, removal of the sac or restoration of drainage 
is necessary. The most common causes of the in 
fection are the diplococcus pneumonie, hamophilus 
influenzx, and streptococcus hemolyticus. 

In vernal catarrh the constant finding of eosino 
philic cells in the secretion is of diagnostic impor 
tance. Scrapings from the upper tarsal conjunctive 
are of most value. 
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Under the term “inclusion conjunctivitis,” 
Thygeson groups the 2 non-bacterial conjunctival 
diseases, inclusion blenorrhoea and swimming-pool 
conjunctivitis, which are caused by a single virus. 
He suggests substituting the name ‘‘adult inclusion 
conjunctivitis” for the name ‘swimming-pool 
conjunctivitis’? as the swimming pool no longer 
plays a major part in the spread of the disease. The 
majority of cases now seen are the result of direct 
transfer from inclusion diseases of the genito- 
urinary tract. 

It is the inclusion conjunctivitis occurring in 
adults which is most often confused with trachoma. 
The examination of expressed follicular contents 
after Giemsa staining is of diagnostic aid. In 
trachoma the large mononuclear cells predominate, 
while in all forms of follicular conjunctivitis the 
small mononuclear cells are the most numerous. In 
the trachoma follicle the central portion may be 
expressed easily, whereas in follicular conjunctivitis 
the follicles are hard and must be torn out iv toto. 

Actively secreting, so-called acute trachoma is of 
the following 3 types: (1) chronic trachoma plus 
superimposed infections, in which inclusions and 
free bodies are rare; (2) subacute trachoma plus 
superimposed infection, in which inclusions and 
free bodies are more numerous; and (3) subacute 
trachoma unassociated with pathogenic bacteria, 
in which inclusions and free bodies are numerous. A 
search for free bodies in chronic trachoma is not 
recommended as the diagnosis is aided by pre- 
dominance of large mononuclear cells. The charac- 
teristics of inclusion bodies are discussed. 

In a series of 314 cases the etiological agent was 
identified in gt per cent of the acute cases of con- 
junctivitis, 85 per cent of the subacute cases, and 
46 per cent of the chronic cases. 

In acute conjunctivitis the diagnosis should 
always be made by the examination of a smear. In 
the treatment of gonorrhceal ophthalmia and 
conjunctivitis due to the Koch-Weeks or influenza 
bacillus the author has found a o.5 per cent silver 
nitrate ointment superior to the solution. For 
conjunctivitis due to the pneumococcus the appli- 
cation of a 1 per cent optochin is advised. Diph- 
theria antitoxin and anti-streptococcus antitoxin, 
used locally and parenterally, are specific for these 
types of infection. 

Four definite types of chronic conjunctivitis are 
recognized: (1) infection by the diplobacillus of 
Morax, (2) infection by the staphylococcus 
pyogenes aureus, (3) conjunctivitis in which 
eosinophilic cells predominate, and (4) conjunc- 
tivitis in which the findings are negative. The first 
type responds to treatment with zinc sulphate oint- 
ment. The use of this ointment should be continued 
for a month after relief of the symptoms. In the 
second type of chronic conjunctivitis, treatment 
may be difficult... For this type the use of silver 
nitrate ointment and vaccine is suggested. The 
third type is an indication of vernal catarrh or 
simple conjunctival allergy. In the fourth type no 
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laboratory help is available. A slit-lamp exam- 
ination should be made for superficial punctate kera 
titis. 

In cases of trachoma it is important to determine 
whether the symptoms are due to secondary infec- 
tion or to the virus. When they are due to secondary 
infection, silver nitrate is indicated, whereas when 
they are due to the virus, copper sulphate should 
be used. 

Some of the follicular cases, such as those due to 
physostigmine and atropin, bacterial toxins, or 
infections of unknown origin, are toxic. In children, 
follicular conjunctivitis is often caused by the 
diplococcus of Morax, and in susceptible persons it 
has been known to result from chronic infection by 
the staphylococcus pyogenes aureus. 

In an occasional case of conjunctival folliculosis 
with secondary infection relief is obtained without 
disappearance of the follicular hypertrophy. Another 
type of case presents a granular appearance of the 
lower lid with blepharitis which simulates follicu- 
losis, but is in reality a papillary hypertrophy, the 
result of a low grade bacterial infection. It is usually 
due to the diplococcus of Morax and responds to 
treatment with zinc. 

In the discussion of this report, VERHOEFF called 
attention to tuberculous, phlyctenular, Parinaud, 
and herpetic conjunctivitis, squirrel plague, oph 
thalmia nodosa, conjunctivitis dve to insect bites, 
pemphigus, and rosacea conjunctivitis. He stated 
that the last-named is the most common form of 
chronic conjunctivitis. The diagnosis of swimming- 
pool conjunctivitis may be aided by the presence of 
enlargement of the pre-auricular glands. Lachrymal 
conjunctivitis may be caused by streptothrix 
concretions in the canaliculi. Diphtheritic con- 
junctivitis may be produced by the corynebacterium 
ulcerans, under which circumstances the antitoxin 
is useless. In pneumococcic infection such good 
results are obtained with boric acid and zinc sul- 
phate that the use of optochin is of questionable 
value. Epwarp S. Piatt, M.D. 


Thygeson, P.: The Etiology of Inclusion Blenor- 
rhea. Am. J. Ophth., 1934, 17: 1019. 


Many ophthalmologists have noted the presence 
of inclusion bodies in various types of conjunctivitis. 
These bodies may or may not be associated with 
bacteria. Of seventy-seven cases of conjunctivitis 
in the newborn which Thygeson studied, eleven were 
bacteriologically negative. Ordinary laboratory 
animals could not be infected with material from 
the eyes of the infants. Monkeys proved diflicult to 
infect. Baboons were less resistant. 

The author concludes that inclusion blenorrhoca 
is a distinct clinical entity. It appears from five to 
nine days after birth and persists for from three 
months to a year. It is resistant to treatment. All 
cases of inclusion blenorrhoea and most cases of 
swimming-pool conjunctivitis are due to a virus 
disease of the genito-urinary tract. Both conditions 
are distinct from trachoma. Vircit Wescott, M.D. 
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MacCallan, A. F.: Trachoma in the British Colonial 
Empire; Its Relation to Blindness; The Exist- 
ing Means of Relief; Means and Prophylaxis. 
Brit. J. Ophth., 1934, 18: 625. 


MacCallan discusses the incidence of trachoma 
and acute conjunctivitis in various parts of the 
British Empire. 

In Canada there are a few unimportant foci of 
these conditions among Hebrew and Eastern Eu- 
ropean immigrants. Among the Indians, who have 
increased by 10 per cent in the last ten years, the 
incidence of trachoma and acute conjunctivitis is 
about 1o per cent. Medical officers examining im- 
migrants are given instructions for the recognition 
of trachoma. At the Indian residential schools a 
definite treatment procedure is followed when the 
services of an eye specialist are not available. This 
includes the use of an antiseptic eye-lotion tablet, 
copper-citrate ointment tubes, individual eye drop- 
pers, and lysol solution. 

In Australia the disease is regarded rather lightly, 
but shows definite limitation to the outskirts of 
established settlements. In the civilized communi- 
ties its incidence is lower. In areas in which it 
occurs school children are examined frequently and 
efforts are made to educate the public with regard 
to it. In New Zealand and South Africa, cases of 
trachoma are not very common. 

In the Indian Empire trachoma is very wide- 
spread. It is reported to be universal in many of 
the provinces. The most important effort to combat 
it has been the controlled enlistment of trachoma- 
tous recruits in the Indian Army. Investigations 
made in the cases of such recruits show that the 
disease is widespread among certain classes, partic- 


ularly the Sikhs, of whom well over 90 per cent are 
infected. The infection starts in childhood, and in 
the majority of cases ultimately reaches a quiescent 


stage which causes little disability. In the past, 
large numbers of trachomatous men have been en- 
listed and have served as efficient soldiers. No 
evidence has been found to show that the disease 
is so infectious as to render the enlistment of these 
men a danger to their fellows or to the British troops 
serving with them. Of 621 trachomatous recruits 
enlisted during the past year, 65 were discharged 
as incurable. In many of the schools every boy 
below the age of twelve years was found infected. 
On the other hand, of 1,300 boys in a school at 
Simla, on the heights of the lower Himalayas, only 
3.1 per cent were infected. With overcrowding and 
unsanitary conditions among the poorer classes con- 
ditions are ideal for the spread of trachoma because 
of irritation from flies, smoke, and dust. In its 
earliest stage the disease is always neglected, and in 
its more advanced stages treatment is often dis- 
continued by the patient when comparative relief 
has been obtained. Because of the huge expenditure 
of money which is necessary to combat cholera, 
plague, and malaria, it is impossible to devote the 
required funds to improve the ocular condition of 
the people. 
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In Malta the disease was practically universal] 
among the poorer classes at one time, but as the 
result of the treatment given during the last ten 
years by government dispensaries and district 
nurses, ophthalmic conditions have been greatly im- 
proved. In 1933, only 553 cases of trachoma were 
reported. 

In the Asiatic colonies trachoma is very commun, 
but its exact incidence is uncertain. Treatment is 
provided whenever possible by traveling motor dis 
pensaries and by clinics. In Palestine the percent- 
age of blind persons among the population is greater 
than in any other country in the world. The esti 
mated number of blind persons per 100,000 popula- 
tion in various countries is as follows: Palestine, 
843 (blind in 1 eye, 1,968); Egypt, 776; Latvia, 770; 
Turkey, 197; British India, 150; Italy, 111; England, 
73; France, 71; Germany, 59; and Holland, ;6, 
From a review of the various causes of blindness in 
Palestine, the conclusion is reached that these causes 
include trachoma complicated by infection but not 
uncomplicated trachoma of the first stage. 

In the Empire Crown colonies and Protectorates 
the incidence of trachoma varies. 

In 8,713 cases of gonorrhoea treated in Tanganyika 
there were no cases of gonorrhoeal ophthalmia. 

In the American Imperial Crown Colonies no 
record of trachoma was found in the government 
health reports. In British Guiana no trachoma is 
reported, but hypopyon-ulcer keratomalacia is {re- 
quent because of deficiencies in the diet. Also /re- 
quent are night blindness and toxic amblyopias. 

Trachoma is prevalent in the Fiji Islands and 
occurs also in the Pacific Islands group. 

The survey indicates that in the absence of ful- 
minating epidemics of acute conjunctivitis added to 
trachoma the population may be generally infected 
with trachoma without any insistent demand for 
treatment or prophylaxis. While the scheme for 
prophylaxis must be adapted to local conditions, a 
method which can be applied in all countries is 
treatment of the children in the schools and of 
their parents and relatives in hospitals and clinics. 

Trachoma shows 4 stages. The first stage, which 
is characterized by tiny pinhead follicles, and the 
second stage, which is characterized by gelatinous 
follicles or papillary development, are the infectious 
stages. The third stage, in which cicatrization be 
gins, is much less infective, and the fourth stage, 
that of cicatrized trachoma, is not infective. In 
uncomplicated cases deterioration of visual acuit) 
may result from infiltration of the cornea manifestc« 
by a pannus or by friction produced by trichiasis 
entropion causing corneal ulceration. 

Cure of trachoma results from the laying down 
of cicatricial tissue in place of the trachomatous 
granulation tissue. This may occur spontaneously 
or as the result of the daily application of caustics 
over a long period of time. Our means of inducing 
the formation of cicatricial tissue are no better 1: 
day than thirty years ago. 

Epwarp §S. Pratt, M.D 
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Hagedoorn, A.: Adenocarcinoma of a Meibomian 
Gland. Arch. Ophth., 1934, 12: 850. 

Tumors of the meibomian glands are either adeno- 
mata or carcinomata. The tumor described by the 
author was formed in its more quiet areas of bands 
of sebaceous mother cells arranged on a basal mem- 
brane, above which there was a successive meta- 
morphosis into sebaceous cells. This is the picture 
that may be expected in adenomata. However, 
most parts of the tumor showed a marked irregu- 
larity of arrangement and the presence of other 
types of cells closely related to pavement epithelium 
(prickle cells, keratohyalin-containing cells, and a 
few horn-producing cells). The Sudan III test 
showed fatty substances, and the polarized light 
test revealed cholesterol in large amounts. Metas- 
tasis developed in the parotid region and the supra- 
clavicular glands, and the patient died from the 
eflects of the tumor. 

The frequency and malignancy of such tumors are 
difficult to estimate as the diagnosis may be easily 
missed. Only about sixty growths of this type have 
been described. The author warns against the im- 
pression gained from the literature that tumors of 
the meibomian glands are generally adenomata and 
therefore benign. He states that, according to the 
evidence, one-half of them tend to become malig- 
nant. 

In conclusion Hagedoorn says that in cases of 
tumor of the parotid or supraclavicular region the 
general surgeon and pathologist should bear in 
mind that the eyelid may be or may have been the 
site of the original tumor. When suspicion arises, 
staining of a frozen section with Sudan III is of 
considerable aid in the diagnosis. 

Leste L. McCoy, M.D. 


Castroviejo, R.: Experimental Detachment of the 
Retina. Am. J. Ophth., 1934, 17: 1112. 


The author reports a satisfactory method for the 
production of permanent retinal detachment in the 
eyes of rabbits. The detachment has all the clinical 
characteristics of idiopathic retinal detachment in 
human beings and even after as long as four months 
no cure has been observed. An incision is made in 
the conjunctiva along the equator, the rectus muscle 
is severed, and an incision of 2 mm. is made through 
the sclera, choroid, and retina into the vitreous. 
From 0.5 to 0.6 c.cm. of vitreous is then removed 
by suction by means of a blunt hypodermic needle, 
the retina is separated from the choroid with a 
spatula, and the vitreous is re-injected between the 
sclera and choroid. Wrttam A. MANN., Jr., M.D. 


EAR 


Taylor, H. M.: Prenatal Medication as a Possible 
Etiological Factor of Deafness in the Newborn. 
Arch. Otolaryngol,, 1934, 20: 790. 


The author is of the opinion that certain drugs 


have an affinity for the auditory nerve, and that 
idiosynerasy for drugs may be an important factor 
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in nerve deafness. Chief among the drugs causing 
nerve deafness is quinine, which is frequently used 
during pregnancy. There is evidence that when 
certain drugs acting upon the auditory nerve are 
administered to the pregnant woman they pass 
readily through the placenta and may be toxic to 
the fetus, a possibility which the otologist has vir- 
tually ignored. 

Prenatal medication as a possible etiological factor 
of deafness in the newborn is of sufficient importance 
to warrant codperative research by the biochemist, 
histopathologist, obstetrician, and otologist. 

James C. BrasweE Lt, M.D. 


NOSE AND SINUSES 


Watson-Williams, E.: Cancer of the Nasal Acces- 
sory Sinuses: With Reports of Thirteen Cases. 
Practitioner, 1934, 133: 717- 

Malignant disease of the nasal sinuses is not very 
common. It occurs most frequently in elderly per- 
sons. Although a diagnosis is generally possible 
before dissemination has taken place, the results of 
treatment are usually poor. 

The author reviews thirteen cases. Three of his 
patients showed evidence of chronic sinusitis. One 
of the patients with chronic sinusitis and two others 
ascribed the onset of the condition to influenza. 
Although neither sinusitis nor influenza is rare, 
such histories may indicate that these conditions 
are of some etiological significance. It has been 


stated that malignant change in a ‘‘mucous” 
polypus is not infrequent. 
The symptoms of cancer of the nasal accessory 


sinuses are determined by the situation rather than 
the histological character of the growth. When the 
ethmoid is involved the patient complains usually of 
nasal obstruction and a discharge. The ethmoid was 
involved in six of the cases reported. When only the 
antrum is affected, pain, swelling, or stiffness of the 
cheek is the initial symptom and nasal symptoms 
may be absent. When only the ethmoid is involved, 
the cheek is normal. Of the author’s four cases in 
which both the ethmoid and the antrum were in- 
volved, the cheek was swollen in two and the palate 
in one. In either localization of the disease, epiphora, 
proptosis, or diplopia may occur. Glandular swelling 
is somewhat unusual in the early stages. Roent- 
genographic examination yields a characteristic 
picture in half of the cases and useful information in 
all. Biopsy should be deferred until treatment is 
arranged. 

The author describes the technique of radium 
treatment. He emphasizes that disturbance of the 
tissues should be minimal. In his cases the total 
dose for a primary growth of average size has been 
from 2.5 to 4 mgm.-hr. given in an exposure of from 
seven to ten days. Special attention has been paid 
to the spacing and distribution of the needles and 
their fixation in place so that every part of the 
obviously affected tissue is exposed to the irradia- 
tion from at least two needles at a distance of not 
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more than 1 cm. When cervical glands have been 
obviously involved, the author has preferred irradia- 
tion to dissection. 

Of ten patients traced from two to five years 
after treatment, nine were alive and free from 
recurrence. Josepn K. Narat, M.D. 


MOUTH 


De Cholnoky, T.: Round-Cell, Spindle-Cell, and 
Neurogenic Sarcomata of the Lip. Am. J. 
Cancer, 1934, 22: 548. 


In a review of the literature the author found the 
reports of 20 sarcomata of the lip. Most of the 
records were incomplete. The majority of the 
sarcomata occurred in persons of advanced years, 
but 1 occurred in a child. Most of the subjects 
were women. To the cases found in the literature 
the author adds 4 cases which were found among 
429 cases of malignant affections of the lip seen at 
the Stuyvesant Square Hospital, New York. 

The sarcomata most frequently reported were 
round-cell and spindle-cell sarcomata, but lymph- 
angiosarcomata and melanosarcomata have also 
been described. It could not be learned from the 
reports how many of the neoplasms originated on 
the mucocutaneous border. 

The first case reported by De Cholnoky was that 
of a woman twenty-one years of age. The tumor was 
of six months’ duration and located on the mucocuta- 
neous border of the upper lip. It was ulcerated. Its 
exact size is not stated. Microscopic section showed 
a diffuse growth of moderate-sized cells of the 
lymphoid type invading the muscle and containing 
many mitoses and many small blood vessels. The 
diagnosis was round-cell sarcoma. 

The second case was that of a man fifty-two years 
of age who had suffered an acid burn of the face and 
lip twenty months previously. The lip had never 
healed in spite of 27 X-ray treatments over a period 
of three months. The tumor was a hard, lobulated 
and ulcerated mass measuring 3 by 3 cm. Associated 
with this growth was a squamous-celled epithelioma. 
Sections of the growth showed oval or fusiform cells 
arranged in interlacing bundles invading the deeper 
tissues. No nests of epithelial cells were recognized. 
Four months after operation a deep carcinomatous 
mass developed in the parotid region. The patient 
was believed to have 2 separate tumors—a spindle- 
cell sarcoma of the neurogenic type and a car- 
cinoma. He was still alive six months after the 
operation. 

The third case was that of a man sixty-two years 
old who sought treatment for a lesion of a few 
weeks’ duration which originated as a “cold sore”’ 
and never healed. The lesion was ulcerated and 
presented an indurated pearly border. Sections 
revealed interlacing bundles of fibroblasts invading 
the lip. The diagnosis was spindle-cell sarcoma. 

The fourth case was that of a man sixty-two years 
old who had a lip lesion of four weeks’ duration 
which began as a “cold sore’”’ and had failed to heal. 
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The tumor was bluish red, oval, and 1 cm. in di- 
ameter. The cells were of the fibroblast type, oval 
and fusiform, and irregularly interlacing. Scattered 
throughout the mass were small bundles of nerve 
fibers. The diagnosis was neurogenic sarcoma. The 
patient presented no other features of von Reck- 
linghausen’s disease. 

In all of the cases the lesion occurred at the ver- 
milion border, and, unlike most sarcomata, ulcerated 
very early. Louis T. Byars, M.D 


Friedman, M., and Rubenfeld, S.: Malignant Neo- 
plasms of the Upper Respiratory Tract in the 
Young. Am. J. Cancer, 1934, 22: 786. 


To ascertain the incidence of malignant neoplasms 
of the upper respiratory passages in the young, 
the authors reviewed 3,161 cases of neoplasms of 
the respiratory passages which were treated in the 
Radiation Therapy Department of Bellevue Hos- 
pital, New York, in the period from 1925 to 1032. 
They found that 2.5 per cent of the tumors occurred 
in persons twenty years of age or younger. Fifteen 
of the tumors developed between the first and fifth 
years of life; 17, between the sixth and tenth; 1:8, 
between the eleventh and fifteenth; and 27, between 
the sixteenth and twentieth. 

Of 301 oral malignant tumors, 3 per cent occurred 
in patients twenty years of age or younger. These 
included 3 spindle-cell sarcomata, 1 lymphosarcoma, 
and 5 epitheliomata. One of the patients with a car- 
cinoma of the tonsil has also a seminoma of the 
testicle. 

The epitheliomata did not occur in the sites in 
which they usually occur in adults—the sites of 
maximum irritation—but in the lympho-epithelium 
covering the tonsils and in pharyngeal lymphoid 
patches. 

The 9 cases of oral malignancy are reported in 
detail. 

The authors state that the diagnosis of malig 
nancy in the young is frequently missed or delayed 
because the observer is misled by the patient’s ave. 
In a case of sarcoma of the cheek which was diag- 
nosed very early, the condition remained con- 
trolled two years after treatment by irradiation. 
Interstitial or topical irradiation is preferred in 
malignancy in the young because the delicate skin 
of children prevents the use of large doses of external 
irradiation. Louts T. Byars, M.D 
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Reuter, F.: The Results of the Treatment of 
Malignant Tumors of the Ear, Nose, Pharynx, 
and Larynx in the Period from 1924 to 1932 
(Ueber die Ergebnisse der Behandlung boesartixer 
Tumoren des Ohres, der Nase, des Rachens, und «es 
Kehlkopfes aus den Jahren 1924-1932). = 1034: 
Leipzig, Dissertation. 


In the period from 1924 to 1932, 200 cases of 
malignant tumor were treated in the Ear, Nose, and 
Throat Clinic of the University of Leipzig. The re- 
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sults were not encouraging. Only 9 (4.47 per cent) 
of the patients remained free from recurrences and 
symptoms after four years and only 41 (20.39 per 
cent) remained free from recurrences and symptoms 
for from one to four years. Twelve have developed 
recurrences and metastases, and the others are dead. 
Of those who died, only a few were benefited for any 
considerable period. The majority were only slightly 
or not at all affected by the treatment. In most of 
them the tumor continued to grow or metastases 
were formed. Some of them died as the result of the 
treatment or from complications. A few of those 
who died received no treatment. 

The best results were obtained by thorough opera- 
tion performed early. Except in a few isolated cases, 
roentgen irradiation, whether in the form of deep 
irradiation with large and supplementary doses or 
with average doses given over a longer period of 
time, and whether given alone or as postoperative 
treatment, was of no particular value. Neither did 
radium treatment nor any combination of treatments 
prove of much benefit. In all of 13 cases in which 
the Coutard treatment was used it was followed by 
breaking down of the tumor. One patient subjected 
to this treatment was free from recurrence and 
symptoms for a year, but the others developed re- 
currences or metastases. The metastases could not 
be influenced. The Coutard irradiation caused no 
local injuries, and in only 1 case was its interruption 
necessary because of the occurrence of a too severe 
general reaction. 

Metastases developed in 83 of the 200 cases, in 
all of the cases of tonsillar tumors, and in about 50 
per cent of those of epipharyngeal, hypopharyngeal, 
and laryngeal tumors and tumors at the base of the 
tongue. 

Attempts to treat metastases by extirpation or 
irradiation had no effect. 

On histological examination, 138 of the tumors 
were found to be carcinomata; 35, sarcomata; and 
21, other forms. In 7 cases section was not done. 
All of the tumors of the vocal cords and of the 
external nose and ear and the majority of those of 
the larynx, hypopharynx, ethmoid, and upper jaw 
were carcinomata, whereas the majority of the 
tumors of the epipharynx and tonsils were sar- 
comata. 

Among the tumors of the nasal sinuses, the 
numbers of carcinomata and sarcomata were about 
equal. (GeRLACH.) Jacos E. Kier, M.D. 


Wood, G. B.: The Peritonsillar Spaces: An Ana- 
tomical Study. Arch. Otolaryngol., 1934, 20: 837. 


The ease with which the large majority of tonsils 
can be displaced from their normal position is of 
great importance in the technique of tonsillectomy. 
With the dislocation there must occur a disturbance 
of the normal anatomical relations. The author 
attempted to discover the nature of the anatomical 
disturbance. 

He found that the tonsil was readily separated 
from the superior constrictor muscle by a gelatin 
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The needle, C, inserted just under the mucous membrane 
of the posterior pillar. The gelatin mass, /, occupies the 
posterior pillar, comes in contact with the posterior sur- 
face of the tonsil, D, but does not spread into the tonsillar 
fossa or posteriorly into the lateral wall of the pharynx. 
A indicates the superior constrictor muscle; B, the palato- 
glossus muscle; E, the palatopharyngeus muscle; and G, 
the salpingopharyngeus muscle. 


mass injected experimentally into the tonsillar fossa. 
This seemed to prove that there are no firm attach- 
ments between the superior constrictor muscle and 
the tonsillar capsule and that when the tons'l is dis- 
located toward the midline the space of the peri- 
tonsillar areolar tissue is filled in by approximation 
of the anterior and posterior pillars. However, 
there was evidence of a firm attachment between 
the sheath of the palatopharvngeus muscle and the 
posterior surface of the tonsillar capsule. 

Certain barriers to the extension of the injected 
material were found. Practically all of them run ina 
longitudinal direction, following more or less closely 
the arrangement of the faucial musculature. The 
solution of gelatin injected readily traveled upward 
and downward, but was definitely limited in its 
forward and backward extension. 

The spread of suppurative conditions within the 
superior constrictor muscle seems to occur in the 
same planes as those followed by the gelatin mass in 
the anatomical injections. When a suppurative 
process begins in the tonsillar fossa—peritonsillar 
abscess—it extends upward into the palate, but does 
not invade the posterior pillar or the posterior 
pharyngeal wall. However, if the infection starts in 
the posterior pillar—peritonsillar abscess in the 
posterior position—the tonsillar fossa and the lateral 
pharyngeal wall are not involved. 

SAMUEL Kaun, M.D. 
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Goetsch, E.: Correct and Incorrect Use of Iodine in 
the Treatment of Goiter. Am. J. Surg., 1934, 
26: 417. 

Simple colloid goiter, the inactive type of paren- 
chymatous goiter, commonly develops when the 
intake of iodine is deficient or the metabolism of 
iodine in the body is faulty. Simple colloid or 
endemic goiter may be prevented by the prophy- 
lactic administration of minute amounts of iodine 
together with small amounts of thyroid extract. 
This is the only type of goiter in which the thera- 
peutic administration of iodine is indicated. The 
prolonged administration of iodine may occasionally 
stimulate hyperplasia of the thyroid gland. The 
indiscriminate administration of iodine may activate 
a non-toxic goiter and exacerbate the symptoms of a 
toxic goiter. The administration of iodine in preg- 
nancy is indicated only in the presence of inactivity 
of the thyroid. 

The administration of iodine does not prevent the 
growth and development of true adenoma and has 
no place in the medical treatment of that condition. 
Non-toxic adenoma is commonly activated and the 
symptoms of toxic adenoma are exacerbated by 
iodine. The acutely toxic adenomatous goiter is 
often favorably influenced by iodine, particularly 
when the metabolic rate is high. Adenomata asso- 
ciated with lesser degrees of hyperthyroidism may 
show relatively little improvement and an appre- 
ciable number may be made acutely worse by iodine 
treatment. 

When iodine is administered to a patient with 
Graves’ disease who has not been given iodine 
previously, a marked clinical remission in the course 
of the disease is produced. Operation should be per- 
formed during the remission. If resection is not done 
during the remission, relapse often occurs and a 
condition of uncontrollable hyperthyroidism may 
result. The gland becomes relatively insensitive to 
the further administration of iodine. Iodine has 
little effect in controlling postoperative hyper- 
thyroidism. A hyperthyroid crisis occurring spon- 
taneously in the course of severe Graves’ disease may 
be effectively controlled by large amounts of iodine 
given orally or intravenously. If the crisis is the 
result of incorrectly administered iodine, the 
further administration of iodine, even in large 
amounts, will be ineffectual. 

Frep S. MopEerN, M.D. 


Birkett, H. S.: Lipoma of the Larynx Intrinsic in 
Origin. J. Laryngol. & Otol., 1934, 49: 733. 


Birkett reports a case of lipoma of the larynx of 
intrinsic origin in which laryngofissure was done 
following a preliminary tracheotomy performed un- 
der general anesthesia. Opening of the larynx was 
unnecessary because, on retraction of the subcutane- 
ous tissue, the tumor was extruded through a breach 


in the thyrohyoidean membrane. The tumor was 
enucleated with ease, being free from attachments. 


It was proved to be a lipoma by microscopic exam- 
ination. The case reported is supplemented by illus 
trations in color. 

In conclusion Birkett says that lipoma of the 
larynx of intrinsic origin is quite rare. He was able 
to find only four cases reported in the literature. 

J. Frank Doucury, M.D. 


Garland, L. H.: Carcinoma of the Larynx. Cai; 
fornia & West. Med., 1934, 41: 280. 


The Coutard method of treating malignant 
tumors of the pharynx and larynx by irradiation is 
based on the fact that cells in a state of active 
mitosis are much more radiosensitive than cells in a 
resting stage. When the time of administration of a 
given dose of irradiation is prolonged, a greater 
number of tumor cells in a state of mitosis are 
damaged than when the dose is given at once or 
over a short period. Since normal cells recover from 
the effects of irradiation more quickly than tumor 
cells, the tissues tolerate a large dose given over a 
long period of time much better than the same dose 
concentrated within a short period of time. 

The radiosensitivity of epithelial tumors dimin- 
ishes with the increase in the differentiation and 
keratinization of the cells. The order of radio- 
sensitivity of tumors of the pharynx and larynx is 
said to be as follows: small-cell lymphosarcomata, 
reticulum-cell sarcomata, lympho-epitheliomata, 
transitional-cell carcinomata, indifferentiated squa- 
mous epitheliomata, and pearl-forming differen- 
tiated epidermoid epitheliomata. 

In the average case of carcinoma of the larynx 
receiving protracted radiotherapy the skin during 
the third and fourth week develops a weeping 
exfoliation and the entire thickness of the epidermis 
over the treated area peels off. However, the corium 
and subcutaneous tissues are not destroyed and 
within another two weeks complete regeneration 
occurs. The fact that no other tissues are dissolved 
or necrosed differentiates this benign ‘“‘epidermitis” 
from true roentgen necrosis. Concomitant with the 
epidermitis there is a “mucositis” involving the 
larynx. Coutard treats the patient until a marked 
“mucositis”? develops. If the tumor has disappeared 
by that time and if its histological appearance 
suggests that it is of the anaplastic type, the treat- 
ment is discontinued. If the tumor is of the highly 
differentiated type, the treatment may be con- 
tinued according to the judgment and experience 
of the radiotherapist. The chief danger of moder- 
ate overdosage is the effect on connective tissue 
which prevents or delays complete healing. [Px 
treme overdosage is followed by necrosis of bone 
and cartilage. 

The author presents nine cases treated by a 
modified Coutard technique. Of four patients with 
moderate lesions, three are living with the condition 
clinically arrested and one died of bronchopneu- 
monia with pulmonary abscesses shortly after the 
treatment was begun. One patient treated for a 
postoperative recurrence classified as moderate is 
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clinically well. Of three patients treated for an 
advanced postoperative recurrence, all are dead. 
One of these showed no improvement after the 
treatment, but two showed definite and remarkable 
improvement. One patient with an advanced lesion 
who was not operated upon has shown no change 
since the irradiation. 

A comparison of the results of irradiation and 
surgical treatment in several recently reported 
series of cases reveals that the best radiological 
results are exactly twice as good as the best surgical 
results at the end of four years, while the mortality 
of surgery is considerably greater than that of 
irradiation. Final judgment must, of course, be 
held in abeyance until the follow-up observations 
have been made over a much longer period of time. 

The author’s conclusions are as follows: 

1. Many cases of carcinoma of the larynx can 
apparently be cured by adequate, carefully adminis- 
tered roentgen therapy. 
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2. As none of the nine patients whose cases are 
reviewed has been observed for a period of five 
years, the number of clinical cures cannot be 
stated. However four patients are clinically well at 
the present time. 

3. There was no mortality directly attributable 
to the roentgen therapy in the reviewed series of 
cases. No late necrosis of cartilage or bone, and no 
pharyngeal obstructions developed following the 
irradiation. Nevertheless, such complications may 
be expected to arise occasionally in a sufliciently 
large series of cases. 

4. Roentgen therapy avoids destruction of the 
voice and in the cases reviewed it resulted in no dis- 
figurement of the neck. 

5. The choice of therapeutic attack in cancer of 
the larynx appears to be a joint problem for the 
radiologist and surgeon. The indications for one or 
the other or both procedures vary in different cases. 

Artuur S. W. Tourorr, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Zorraquin, G., Pou, M. B., and Urcaray, L.: Treat- 
ment of Asphyxia of the Cerebral Cell in Trau- 
matic Accidents and Their Vascular Complica- 
tions by Subcutaneous Injections of Carbon 
Dioxide (Tratamiento de la asfixia de la célula 
cerebral en los accidentes traumdticos y sus com- 
plicaciones vasculares por las inyecciones sub- 
cutaneas de Acido carbénico). Bol. y trab. Soc. de 
cirug. de Buenos Aires, 1934, 18: 1203. 


The authors present a preliminary report of 
experiments in which dogs rendered comatose by 
blows on the head were treated by subcutaneous 
injections of carbon dioxide. The injections were 
followed by improvement of respiration and a rapid 
return of consciousness unless the trauma was too 
severe, when only respiratory improvement occurred 
and death was merely delayed. As much as 400 
c. cm. of carbon dioxide per kilogram of body weight 
was injected. The injections produced only tachy- 
pnoea without cyanosis. 

From the results the authors conclude that in 
concussion there is a stimulation of the sympa- 
thetic with vasoconstriction which produces cerebral 
ischemia and partial asphyxia of the nerve tissue. 
Carbon dioxide inhibits the sympathetic, thus 
relieving the primary condition of concussion and 


its accompanying respiratory disturbances and im- 
proving the circulation. In addition to stimulating 
the respiratory center, it exerts a central cardiotonic 
effect and a direct peripheral vasodilator action on 
the capillaries. The latter accounts for the relief of 


the cerebral asphyxia. The injection of carbon 
dioxide only accelerates the biological respiratory 
rhythm, provoking a slight transient acidosis and 
stimulating the medulla directly by the free gas. 

The authors report three clinical cases which were 
treated by the subcutaneous administration of 
carbon dioxide. The first was a case of fracture at 
the base of the skull complicated by meningeal 
hamorrhage. The patient recovered physically but 
not mentally, and later a diagnosis of multiple cere- 
bral fibroses was made. The second case was one of 
head trauma—probably a fracture with intracranial 
hemorrhage—and other injuries. Although each 
injection produced temporary improvement, the 
patient died in shock. In the third case, a case of 
shock and concussion due to a street-car accident, a 
single injection resulted in immediate and continued 
improvement. 

The authors use the carbodental sparklet with a 
modified outlet and a connection invented by Zorra- 
quin which attaches to a hypodermic needle. The 
apparatus and its use are described with the aid of 
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illustrations. The pressure, velocity, and quantity 
of the gas can be determined and controlled. The 
dose is from 2,400 to 2,600 c. cm. injected over « 
period of from forty to sixty minutes. As _ the 
sparklet containers hold, in the space of about 1 
c. cm. and under a pressure of 100 lb., about 2,500 
c. cm. of carbon dioxide at atmospheric pressure, 
they are very convenient. The effect of the injection 
lasts for several hours as diffusion in the tissue is 
slow. The treatment is particularly valuable in con 
cussion, skull fractures, coma from traumatic or 
vascular causes, apoplectic attacks of various kinds, 
and other sequel of vascular spasm. 

M. E. Morse, M.D. 


Villareal, V.: A New Technique for the Treatment 
of Traumatic Block of the Ventricles (| 
nouvelle technique pour le traitement des blocax: 
ventriculaires traumatiques). J. de chir., 1934, 44 
852. 

The author notes that traumatic block of the 
ventricles is generally considered an indication for 
operation. The mortality of this type of lesion is 
high, as is shown by the statistics of various su: 
geons. In the author’s opinion, the high mortalit, 
is due partly to failure to make an exact diagnosis 
and partly to the fact that the surgical measures 
used have been based too exclusively on anatomical 
considerations without sufficient regard to the 
physiopathological aspects of the lesion. 

In trauma of the brain blocking of the route of . 
communication between the ventricles and the 
extraventricular spaces may occur with consequent 
interference with the circulation and absorption of 
the cerebrospinal fluid. The operation devised |) 
the author to relieve this condition of ventricular 
block is designed to establish a “‘ vicarious” circula 
tion of the cerebrospinal fluid, provide a slow, 
gradual decompression, and maintain a normal or 
nearly normal intraventricular pressure. It was 
first done experimentally on dogs and when found to 
be safe, causing no secondary symptoms and relic, 
ing the symptoms of ventricular block, was adapted 
for use in clinical cases. In clinical cases, local 
anesthesia induced with novocain is used. ‘The 
center of the incision is at the point of intersection 
of two lines, one vertical, 3 cm. behind the externa! 
auditory canal, and the other perpendicular, passing 
3.5 cm. above that canal. The incision is vertical 
and 4 cm. long. The bone is exposed and trephined 
by the usual technique. A special trocar 5 cm. long 
and 2.5 mm. in diameter is used with a stylet tape: 
ing to a point similar to a thoracentesis needle. \t 
the extremity which is to rest against the cranial 
vault the trocar has two lateral wings parallel with 
its axis. The trocar with its stylet is introduced 
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through a very small incision in the meninges so 
that it is perpendicular to the cerebral cortex. 
When introduced its full length up to the lateral 
wings, it reaches the ventricular cavity. The stylet 
is then slowly withdrawn so that the cerebrospinal 
fluid escapes drop by drop. When no more fluid 
escapes the stylet is completely withdrawn and 
three silk threads are placed in the lumen of the 
trocar and pushed in gently with the stylet. It is 
not necessary for these threads to be in the ventricu- 
lar cavity. The trocar is fixed in place by means of 
its lateral wings. The ends of the silk threads are 
fixed in the cellular tissue of the sternomastoid 
region. The trocar and the silk threads are left in 
situ until the symptoms of intracranial hypertension 
and commotio cerebri disappear—from the ninth to 
the twenty-fourth day in the author’s cases. No 
symptoms of intolerance to the presence of the 
trocar have developed in any case. This operation 
has been done in eleven cases. Two of the patients 
died within twenty-four hours, but as autopsy 
showed severe cerebral lesions and _ extensive 
hemorrhages in both of them their deaths cannot be 
attributed to the operation. The nine other pa- 
tients made an excellent recovery without compli- 
cations. The first patient was operated on in April, 
1931, and has recently reported himself entirely 
well. The other patients have not been traced 
since their discharge from the hospital, but were 
under observation for sixty days and showed no 
mental or neurological symptoms when they were 
discharged. The eleven cases are reported in detail. 
ALice M. Meyers. 


Stier, E.: The Importance of Investigation of the 
Equilibrium Apparatus for the Judgment of 
Old Head Injuries (Die Bedeutung der Unter- 
suchung des Gleichgewichtsapparates fuer die 
Begutachtung alter Kopfverletzungen). Monatsschr. 
f. Unfallheilk., 1934, 41: 385. 


After a general discussion of the important points 
of view in judging skull injuries and a detailed dis- 
cussion of the importance of vestibular disturbances 
in such injuries, the author reports his own investi- 
gations. 

Of thirty-seven clearly proved cases of fracture of 
the vault of the cranium, he found an appreciable 
difference in the excitability of the vestibular nerve 
in only one, and in this case it was due to a central 
injury. Among twenty-nine basal fractures in the 
region of the temporal bone, there were five fractures 
of the bony capsule of the labyrinth with complete 
destruction of the eighth cranial nerve. In four cases 
the vertigo which at first was very severe was so 
greatly alleviated by central compensation after a 
few years that the patients regained almost full 
working capacity. In all of the other cases the 
injury to the vestibular nerve was much less severe 
and the tendency toward improvement so great that 
in one-third of the cases no limitation of working 
capacity was apparent after one or two years. 
According to these findings, the majority of patients 
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complaining of vertigo after basal fractures receive 
accident compensation much too long. 

Of seventy-three cases of concussion of the brain, 
a complaint of vertigo was made in only thirty-seven. 
It was possible to demonstrate a unilateral dis- 
turbance objectively in only ten of these thirty-seven 
cases. In four of the ten there was a peripheral 
injury with a suspected basal fracture, and in the 
remaining six there were central disturbances which 
probably had their origin in small haemorrhages. Of 
eight cases of unilateral central injury to the 
vestibular nerve after head trauma, only five pre- 
sented the picture of concussion of the brain. It 
therefore seems apparent that a simple concussion 
of the brain usually does not produce injury to the 
vestibular nerve and that, on the other hand, 
circumscribed haemorrhages in the brain may give 
rise to vestibular nerve disturbances in the absence 
of all other symptoms. 

(L. Duscut). FroreENcE ANNAN CARPENTER. 


Rohde, W.: Primary Melanotic Tumors of the 
Central Nervous System and Its Membranes 
(Ueber primaere melanotische Tumoren des Zentral- 
nervensystems und seiner Huellen). 1934: Hamburg, 
Dissertation. 


The author reports the case of a fifty-year-old 
woman who had hairy pigmented nevi on the face 
and extremities (on the latter as large as the palm 
of the hand) and came to operation with the symp- 
toms of brain tumor. The tumor was not found on 
trephination, and the patient died two days after 
the operation. Autopsy revealed a large melanotic 
tumor in the left temporal lobe. 

According to the findings of histological examina- 
tion, the tumor had its origin in the inner leaf of the 
pia mater. The cells contained pigment and were 
arranged in groups, packets, and thick strands. 
External to the tumor, cells filled with pigment 
were found on the inner leaf of the pia in addition 
to normal endothelium-like cells. The tumor had 
displaced the brain tissue, but had not infiltrated it. 
None of the sections of skin navi examined showed 
signs of malignancy. ‘The author cites about 
thirty similar cases from the literature. The 
melanotic pial tumor was regarded, not as a metas- 
tasis, but as a primary tumor developing from the 
meninges. 

Rohde next discusses the various theories of 
origin of the pigment. According to some the pig- 
ment is derived exclusively from the outer germinal 
layer, while according to others it originates also 
from the endothelium arising from the mesenchyme. 

(LEHMANN). FLORENCE ANNAN CARPENTER. 


Puech, P., and Stuhl, L.: Roentgen Study of Tu- 
mors of the Hypophysis and the Hypophyseal 
Region (Contribution 4 l’étude radiologique des 
tumeurs de l’hypophyse et de la région hypophy- 
saire). Presse méd., Par., 1934, No. 92, 1849. 


Roentgen examination is of great importance in 
the localization of tumors in and near the hypo- 
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physis. In some cases it may show the histological 
nature of the tumor. It serves also to differentiate 
intrasellar tumors from certain tumors at a distance 
—tumors of the posterior fossa, for example—which 
affect the hypophysis and its nerves and simulate 
tumors of the hypophysis clinically. 

The roentgenogram of true tumors of the hypo- 
physis—adenomata and craniopharyngiomata—is 
quite characteristic. In cases of chromophobe 
adenoma the sella is enlarged in all its diameters and 
its walls are atrophied. The enlargement occurs 
particularly in the anteroposterior direction. The 
floor is horizontal, and the anterior and posterior 
clinoid processes are small, tapered, and less opaque 
than usual. In cases of acidophile adenoma the 
enlargement occurs in the vertical direction and is 
accompanied by acromegalic changes. The walls 
are thick and the clinoid processes are long and 
hypertrophied although their lower surfaces are 
eroded. The tubercle of the sella is abnormally 
protruding, forming a beak between the two optic 
nerves. This characteristic beak may interfere with 
surgical removal of the adenoma. 

Craniopharyngiomata are generally suprasellar, 
but in some cases develop in the sella itself. Occa- 
sionally they are infrahypophyseal. They cause 
not only changes in the sella, which vary with their 
localization, but also calcifications, which are gen- 
erally suprasellar. 

Juxtasellar tumors, which include suprasellar 
meningiomata of the tubercle of the sella, gliomata 
of the chiasm and optic nerves, laterosellar menin- 
giomata of the lesser wing of the sphenoid, aneur- 
isms, presellar olfactory meningiomata, and bone 
haemangiomata produce less characteristic pictures, 
but cause signs which, in conjunction with the 
clinical picture, are of aid in their diagnosis. The 
diagnosis may be confirmed by pre-operative 
ventriculography. Auprey Goss Morcan, M.D. 


Kornblum, K.; and Osmond, L. H.: Deformation 
of the Sella Turcica by Tumors in the Pitui- 
tary Fossa. Ann. Surg., 1935, 101:201. 


The authors review seventy-four cases of tumor of 
the pituitary fossa in which a careful roentgenolog- 
ical examination was made and the findings were 
verified at either operation or autopsy. They state 
that in roentgenography of the pituitary fossa it is 
absolutely essential to obtain at least one true 
lateral roentgenogram in which bilateral structures 
are superimposed. For this purpose it is best to have 
the patient sitting or lying prone and to use a special 
Bucky diaphragm adapted for these positions. A 
satisfactory picture cannot be obtained by having 
the patient turn his head onto the plate as when this 
is done distortion usually results. If stereoscopic 
films are desired, they may be obtained by moving 
the tube the full length of the stereoscopic shift for- 
ward or backward. In the average adult skull the 
pituitary fossa is 8 mm. in depth and ro mm. in the 
anteroposterior diameter. The highest normal for 
these measurements is 10 mm. and 12 mm. 
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The cardinal changes occurring in deformations of 
the sella turcica, regardless of the location of the 
tumor, are: (1) atrophy of the dorsum sell, (2) ero- 
sion of the floor of the pituitary fossa, (3) an increase 
in the size of the fossa (average, 22 mm. in the 
anteroposterior diameter and 16 mm. in depth). 
There is always definite evidence of erosion of the 
anterior surface of the dorsum sella. This surface 
becomes thinner and frequently appears elongated. 
The posterior clinoid processes usually remain intact 
even when the tumor reaches enormous proportions 
With complete disappearance of the dorsum sell, 
the diagnosis of intrasellar tumor becomes less 
certain. Of the cases studied, there was definite 
X-ray evidence of erosion in over 97 per cent. 

Erosion of the floor is an almost invariable accom 
paniment of intrasellar tumors and usually is quite 
marked. It is manifested chiefly by definite enlarge 
ment of the pituitary fossa. Except for enlargement, 
the floor may present a normal appearance. It may 
appear to be made up of multiple lines which cause 
difficulty in determining the true level. It may have 
the appearance of a double bottom, or it may seem 
to have disappeared completely. Under the latter 
conditions the tumor may appear to be suspended 
in the sphenoidal sinus. 

There is usually some change in the appearance 
of the clinoid processes, and the tuberculum sella 
commonly shows a pointed deformity. 

Of considerable importance in the roentgen recog 
nition of pituitary tumors is the complete absence of 
other X-ray manifestations of an intracranial neo 
plasm. Of the various types of deformities of the 
sella turcica produced by intracranial neoplasms, the 
deformity resulting from an intrasellar tumor is the 
only one that is in any way pathognomonic. In the 
majority of cases it is sufficiently characteristic to 
establish the diagnosis of pituitary tumor. While a 
tumor requiring surgical intervention may exist 
without deforming the sella turcica, this is so rare 
that the clinical evidence must furnish positive proof 
of such a lesion before surgery is warranted. 

Joun WitstE Epton, M.D. 


Balado, M., and Pardal, R.: Surgical Treatment of 
Hypophyseal and Perihypophyseal Tumors 
(Tratamiento quirargico de los tumores hipofis 
arios y perihipofisarios). Arch. argent. de neurol., 
1934, II: 71. 


The authors report three suprasellar menin 
giomata, four gliomata of the chiasm, six cranio- 
pharyngiomata, a congenital prolongation of the 
infundibular cavity (similar to the condition in th« 
lower animals) with tubercles in its walls, and a 
hypophyseal diverticulum with terminal meningitis 

They conclude that the most significant sign of 
such growths is bitemporal hemianopsia, and the 
next most significant sign, temporal hemianopsia of 
one eye with blindness of the other. 

Positive roentgenological signs are found in the 
sella turcica in 80 per cent of cases of hypophyseal! 
tumor. In cases of perihypophyseal tumor, on the 
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other hand, the sella is negative. The cerebro- 
spinal fluid is always normal as regards both protein 
and cells. 

Of the cases reviewed, a typical hypophyseal oper- 
ation with the formation of a frontotemporal flap 
was done in twenty-two, a right-sided decompression 
in five, and section of the corpus callosum with 
ventricular exploration in three. In fifteen, no 
operation was performed. In all of the cases in 
which an operation was done iodoventriculography 
was positive and of great aid in the localization of 
the tumor. In the cases of hypophyseal tumor there 
were twenty-one operations with four deaths. In 
three of the cases of adenoma the large size of the 
tumor explained the immediate postoperative death. 
The one patient who was treated for sarcoma is 
living three years after the operation. In the cases 
of meningioma there were no deaths. One of the 
three patients operated upon for glioma of the optic 
tract died two months after the operation. Four 
patients operated upon elsewhere by the intranasal 
route were operated upon a second time. 

The authors have used deep radiotherapy exten- 
sively and consider it partly responsible for the 
excellent postoperative results. 

The tumors of Rathke’s pouch constitute a 
special problem. The authors cases of such tumors 
came for treatment after the stage of blindness had 
been reached, and five of the six were fatal. The 
first intervention, after the position of the tumor is 
determined by iodoventriculography, should be a 
simple right-sided decompression. If this is in- 
sufficient it is necessary to section the corpus 
callosum and treat the tumor directly. 

Of the authors’ cases of tumor which were not 
operated upon, four were diagnosed for the first 
time at autopsy, two terminated in death very 
rapidly without treatment, and in the others the 
narrowing of the visual fields and the amblyopia 
increased progressively in spite of radiotherapy and 
intranasal procedures. M. E. Morse, M.D. 


Elsberg, C. A., and Dyke, C. G.: Meningiomata 
Attached to the Mesial Part of the Sphenoid 
Ridge with the Syndrome of Unilateral Optic 
Atrophy, a Defect in the Visual Field of the 
Same Eye, and Changes in the Sella Turcica and 
in the Shape of the Interpeduncular Cistern 
After Encephalography. Arch.O phth.,1934,12:644. 


The authors describe a characteristic syndrome of 
small meningeal growths arising from the mesial part 


of the sphenoid ridge. For a considerable period 
such growths produce disturbances due solely to 
pressure on the nerve near the optic foramen. 

The syndrome of primary optic atrophy of the 
optic nerve with bitemporal defects of the visual 
fields and progressive diminution of vision is charac- 
teristic of tumors which compress the optic chiasm 
and nerves and is-often the first and, for a long time, 
the only, clinical evidence of a midline growth under 
the frontal lobes of the brain. The combination of 
primary atrophy of the optic nerve, bitemporal 


NERVOUS SYSTEM 


309 


defects in the visual fields, and changes in the sella 
turcica was formerly believed to be characteristic 
only of tumors of the hypophysis. It is now known 
that the chiasmal syndrome may be produced by 
cysts or solid growths derived from the bucconeural 
pouch or infundibular stalk, by primary gliomata of 
the optic chiasm, by localized inflammatory pro- 
cesses in the leptomeninges, and by midline menin- 
giomata attached to the basilar dura of the anterior 
or middle cranial fossa. 

In 1927 Holmes and Sargent reported a series of 
cases of suprasellar meningioma in most of which 
operation was performed after the growth had 
become large. Early recognition in the stage when 
visual disturbances are the only signs was due to 
Cushing. The sella turcica often shows changes 
without the appearance characteristic of intrasellar 
growths. As the result of the report of Cushing and 
Eisenhardt, the combination of primary atrophy of 
the optic nerve and bitemporal defects of the visual 
fields with slight changes in the sella turcica but 
without any other symptoms of intracranial tumor 
became recognized as a syndrome produced by 
slowly growing meningiomata in the neighborhood 
of the optic chiasm. 

Meningiomata arising from the dura of the upper 
surface of the lesser sphenoid wing and _ those 
attached to the lateral part of the sphenoid ridge do 
not press on the chiasm until they are large. After 
they attain a considerable size they may cause 
bilateral papilloedema or primary atrophy or primary 
atrophy in one eye and papilloedema in the other. 
Concentric contraction of the fields or homonymous 
hemianopia may occur. According to the authors’ 
experience, the so-called Kennedy syndrome is 
infrequent and occurs only in cases of large growths 
in or under one frontal lobe. 

An important contribution to our knowledge of 
the life history of these growths was the discovery 
that the neoplasms arise and become attached more 
frequently at certain sites than at others. Among 
the most common sites of their dural attachment 
are: (1) the tuberculum sell, (2) the olfactory 
groove and cribriform plate, (3) the roof of the orbit, 
(4) the superior surface of the lesser wing of the 
sphenoid, (5) the outer part of the sphenoid ridge, 
and (6) the mesial part of the sphenoid ridge. In 
the roof of the orbit, on the superior surface of the 
lesser wing of the sphenoid, and in the outer part of 
the sphenoid ridge small meningiomata do not come 
into contact with structures having a specialized 
function and therefore do not cause symptoms 
early. Meningiomata derived from the dua of the 
tuberculum sell produce visual disturbances early. 
Small growths attached to the dura of the olfactory 
groove cause unilateral disturbances of smell very 
early. More delicate olfactory tests would allow 
their earlier diagnosis. Growths derived from the 
dura of the mesial part of the sphenoid ridge can be 
identified early by study of the visual field and the 
demonstration of changes in the basal cisterns by 
encephalography. 
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The authors report four cases in which there were 
unilateral visual disturbances with field defects of 
one eye due to a growth attached to the mesial part 
of one sphenoid ridge. In three of these cases there 
were no disturbances of any other cranial nerves, 
but in one there was complete anosmia due to long- 
standing disease of the sphenoid and maxillary 
sinuses. In all of the cases characteristic changes in 
the shape of the interpeduncular cistern were re- 
vealed by encephalography. 

The defects in the visual field were due to pressure 
on the nerve near the optic foramen which affected 
most the lower fibers of the nerve. 

A similar clinical picture may be produced by 
meningiomata and other benign growths arising 
from the sheath of the optic nerve within the orbital 
cavity and by aneurisms of the cavernous part of 
the internal carotid artery. The former cause no 
changes in the sella turcica or abnormalities of the 
basal cisterns. In cases of aneurism there is usually 
involvement of the oculomotor, abducens, and 
ophthalmic division of the trigeminal nerves. Calci- 
fication in the wall of the sac is often visible in 
roentgenograms of the skull. The authors report a 
case of aneurism in which the findings suggested 
the presence of a tumor. Recurrent attacks of 
herpes of the cheek and swelling of the eyelids sug- 
gested a lesion of the cavernous sinus. Among 
other intracranial conditions which may cause 
unilateral visual disturbances and field defects are 
early cisternal arachnoiditis (which, however, is 
usually bilateral) and craniostenosis. In a case of 
the latter condition seen by the authors the roent- 
genogram disclosed the characteristic changes of 
craniostenosis and showed the interpeduncular 
cistern to be normal in size and outline. 

The surgical approach must always be on the side 
of the affected nerve. 

Dyke discusses the normal and abnormal findings 
of encephalography, discusses the anatomy of the 
region about the chiasm and sella turcica, and 
describes the changes produced by the various types 
of lesions in that area. Epwarp S. Piatt, M.D. 


Duel, A. B.: Operative Treatment of Facial Palsy. 
Brit. M. J., 1934, 2: 1027. 


Duel reviews experimental work on nerve grafts 


which he carried out with Ballance. It was found 
that when wallerian degeneration was permitted to 
occur in the graft before transplantation the re- 
sponse was restored in from one-fourth to one-half 
the time required by fresh grafts. The anterior 
femoral cutaneous nerve was divided the desired 
length with care to avoid disturbing the nerve in its 
bed. The degeneration in the nerve to be used re- 
quired from two to three weeks. 

In forty of sixty-nine cases operated upon, grafts 
in the fallopian canal were required. The author 
describes in detail his method of exposing the canal 
and preparing the bed for the graft. The shortest 
gap to be grafted in the cases reviewed was 7 mm., 
and the longest, 40 mm. In the forty cases in which 
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grafting was done in the fallopian canal, the average 
gap was 20 mm. long. 

Duel states that operation is indicated in any case 
in which there is galvanic response in the muscles 
sufficient to prove that the muscles have not under 
gone too much fibrous atrophy. He emphasizes 
that the nerve can always be repaired, and that if a 
sufficient number of muscle fibers remain its repair 
will be followed by marked improvement. He re- 
ports that in several of his cases of Bell’s palsy which 
had previously remained unchanged for many years, 
improvement followed incision of the sheath of the 
nerve. ROBERT ZOLLINGER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Haworth, E. M.: The Treatment of Syringomyelia 
by X-Rays. Brit. J. Radiol., 1934, 7: 643. 

The author discusses the history and patholog, 
of syringomyelia and reports six cases which sho\ 
that roentgen-ray irradiation is a very valuabk 
means of treating the disease. He states that mos‘ 
observers seem to agree that roentgen irradiation j 
followed by a marked improvement in the subjective 
symptoms without a corresponding objective 
change, and that the duration of the onset of thi 
illness bears an important relationship to the results 
of the treatment. Failures are most likely to occur 
in cases in which there was at least a five-year 
history before the institution of treatment. Even 
in such cases, however, the progress of the disease 
may be arrested. As a rule the first symptom to be 
relieved is pain. Relief of the pain is followed first 
by improvement in muscular power and later by 
sensation and trophic changes. Although statistics 
vary as to the incidence of improvement, they show 
that roentgen irradiation is of great value. 

Two hypotheses are advanced to account for the 
favorable results. According to one, the newl) 
formed nerve fibrils present in the condition ar 
extremely sensitive to small doses of roentgen rays 
According to the other, the normal neuroglia dis 
appear because of vascularization of the cord by the 
proliferation of young blood vessels, the latter are 
extremely radiosensitive, and it is the destruction 
of these young blood vessels by the roentgen rays 
that causes the arrest of the process. 

The technique has differed considerably. Man 
of the earlier workers used small doses over a period 
of many weeks. More recently, the tendency is to 
give large doses of hard rays at long intervals. The 
author describes various techniques in detail. In 
the cases he reports the technique consisted of th: 
administration of from 150 to 280 r units of hard 
rays at systematically increased time intervals. 
The author’s six cases are reported in detail. In 
general, the results were similar to those reported 
by previous observers except that the treatment was 
successful to some extent in all of them. 

Haworth draws the following conclusions: 

1. Irradiation must be regarded as having an 
established place in the treatment of syringomyeli: 
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2. The technique appears to be of minor impor- 
tance as many techniques have been successful. 
3. Early diagnosis is important. 
4. The pain sometimes associated with the condi- 
tion can be relieved by irradiation. 
ApDOLPH HArtuNG, M.D. 


SYMPATHETIC NERVES 


Davis, A. A.: The Surgical Anatomy of the Pre- 
sacral Nerve. J. Obst. & Gynac. Brit. Emp., 
1934, 41: 942. 


The presacral nerve is the portion of the abdomi- 
nal sympathetic system which lies anterior to the 
bodies of the fourth and fifth lumbar vertebrae in 
the space between the common iliac arteries. Above 
and laterally, it is connected with the solar plexus 
and upper lumbar ganglia through the intermesen- 
teric nerves of which it is the direct continuation 
downward. In the midline, the plexus is connected 
above with the inferior mesenteric ganglion or the 
inferior mesenteric circumarterial plexus. Laterally, 
it receives a branch from the lowest lumbar ganglion 
on each side. Below, it terminates by dividing into 
the paired inferior hypogastric plexus. The latter 
usually consists of two long nerves united by many 
oblique anastomoses, 

Morphologically, the presacral nerve presents 
many variations. The most common are: (1) a nar- 
row plexus of two or more parallel nerves; (2) a true 
or single presacral nerve; and (3) a wide plexus of 
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parallel nerves. Less common forms are: (1) a false 
presacral nerve, a spider-web plexus, and (2) a wide 
plexiform nerve. The plexus gives off branches to 
the superior hemorrhoidal artery, external iliac 
artery, and middle sacral artery. 

The presacral nerve lies behind the peritoneum, 
somewhat to the left of the midline, on the bodies 
of the fourth and fifth lumbar vertebra, from which 
it is separated by a dense sheet of fibrocellular con- 
nective tissue. The fibrous lamina is easily separated 
from the plexus and from the lumbar vertebra be- 
hind. The middle sacral artery intervenes between 
it and the bone in the midline. Below the promon- 
tory it rapidly becomes adherent, eventually merg- 
ing with the sacral periosteum. The anterior surface 
of the plexus is covered similarly with a finer but 
still definite layer of connective tissue, the locally 
condensed subperitoneal areolar tissue. ‘The two 
lamin fuse at the lateral borders of the plexus, 
which is thus isolated within a fibrous sheath. This 
disposition is of considerable practical importance as 
it allows complete extirpation of the plexus without 
isolation of its constituent nerves and without dan- 
ger to the subjacent vital structures. The relation 
of the plexus to the great vessels varies with the 
level of the aortic bifurcation and the direction of 
its branches. As a rule, half of it lies upon the left 
common iliac vein and half upon the bone. The 
left ureter and the pelvic mesocolon and its vessels 
are usually situated well to the left of the presacral 
nerve. Davip Joun Impastato, M.D. 





SURGERY OF 


CHEST WALL AND BREAST 


Tod, M. C., and Dawson, E. K.: The Diagnosis and 
Treatment of Doubtful Mammary Tumors. 
Lancet, 1934, 227: 1041. 


Definitely malignant tumors of the breast require 
urgent surgical treatment, whereas temporary and 
possibly painful mammary enlargements associated 
with menstruation or the menopause rarely require 
surgical interference. Between these two extremes 
are the benign tumors and the tumors generally 
referred to as doubtful, borderline, or suspicious, 
the treatment of which ranges from local excision 
to radical mastectomy depending upon the experi- 
ence and judgment of the surgeon. Because of the 
wide divergence of opinion regarding the type of 
procedure indicated, the authors attempted to ob- 
tain a guide from a study of their pathological 
material, operative procedures, and follow-up results. 
They stress the difficulties of clinical diagnosis and 
the frequent necessity of relying on microscopic 
examination for the final decision in borderline 
cases. Their views as to treatment may be sum- 
marized as follows: 

In the cases of young individuals, local excision 
is adequate for fibro-adenoma and possibly for cer- 
tain chronic infections. In the cases of patients over 
thirty-five years of age, simple mastectomy is al- 
ways to be preferred to local excision for these con- 
ditions. 

Simple mastectomy is to be recommended for all 
cases in which there is doubt as to the presence of 
malignancy with the exception of the cases pre- 
viously mentioned and cases of acute carcinoma 
and pregnancy and lactation tumors. With these 
exceptions, simple amputation with gross examina- 
tion will often solve the problem of diagnosis. If 
malignancy is present, radical operation should be 
performed at once, whereas if the lesion is benign 
nothing further need be done. If a diagnosis is 
impossible by gross examination, a choice must be 
made between: (1) immediate radical mastectomy 
and (2) later microscopic examination followed by 
secondary radical extirpation or irradiation alone 
if malignancy is demonstrated. The two-stage oper- 
ation is not dangerous if radical removal is not 
delayed too long. 

Radical mastectomy asa primary procedure should 
be carried out in all cases of obvious malignancy and 
immediately after simple mastectomy when gross 
examination at the time of operation reveals a 
clinically borderline tumor to be malignant. 

The chief conclusion drawn by the authors is that 
diagnostic simple mastectomy is the best initial 
stage of treatment of doubtful tumors of the breast 
in the cancer age. Artuur S. W. Tourorr, M.D. 


THE CHEST 


TRACHEA, LUNGS, AND PLEURA 


Krauss, H.: The Influence of Different Degrees of 
Distention upon the Blood Flow Through the 
Lung (Einfluss verschiedener Dehnungszustaendce 
auf die Durchblutung der Lunge). Deutsche Ztschr 
f. Chir., 1934, 243: 505. 

A review of the literature shows that up to date 
there is no unanimity of opinion regarding the per- 
fusion of blood in the collapsed lung. Some investi- 
gators believe that the perfusion is increased whereas 
others have found it decreased. In spite of very 
extensive experience in directly viewing and estimat- 
ing the perfusion of blood in the lungs during intra- 
thoracic operations and in spite of extensive know! 
edge gained from his experimental studies, Sauer 
bruch concluded that the question of perfusion of 
blood in the collapsed lung has not yet been deti 
nitely answered. 

Krauss reports experiments carried out to dete: 
mine whether and in what manner varying degrees 
of distention exert a mechanical influence on the 
perfusion of the lung. The amount of perfusion in 
the lung in different degrees of distention can be 
determined by means of the heart-lung preparation 
named after Starling. This consists essentially in 
exclusion of the greater circulation. The heart and 
lesser circulation remain entirely intact and un 
changed. The greater circulation is replaced by an 
artificially closed system through which the le/t 
ventricle sends its blood. This consists of four parts: 
(1) an arterial resistance as a substitute for the vas- 
cular resistance in the greater circulation; (2) a 
rheometer; (3) an apparatus for warming the pul 
sating blood and (4) a regulator of the venous 
afferent blood. The Starling apparatus is shown in 
an illustration, and the experiments are reported in 
detail. 

In the experiment described the blood sent from 
the right heart through the lungs comes out of the 
left heart into the artificial greater circulation which 
is provided with the necessary arrangements for 
measurement. When no excess or afferent flow of 
blood occurs in the inflow apparatus and there is 
no leak in the preparation the delivery between the 
right and left ventricle is balanced. This condition 
is established spontaneously in a few seconds and 
can be recognized from the constancy of the curves 
The volume coming through the greater circulation 
is easily measured and compared with the flow 
through the lungs. (Strictly speaking, this is less 
by the amount of the volume of the coronary 
stream). As this volume is almost constant when 
the aortic pressure is fairly constant, measurement 
in the greater circulation in place of measure- 
ment in the pulmonary artery is reliable and 
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sutlicient as the purpose of the study is to determine 
only the difference in the perfusion in different 
degrees of distention of the lung and not the abso- 
lute amount of the perfusion. As the result of the 
exclusion of the greater circulation in the experi- 
mental animal the central regulation of the respira- 
tion is also eliminated and artificial respiration is 
necessary. It is therefore possible to investigate not 
only the influence of the frequency and depth of 
respiration, but also that of pulmonary inflation 
resulting from varying degrees of obstruction to 
expiration. The volume of perfusion in the lung 
under a constant respiratory pressure can also be 
measured. As compared with normal respiration 
there is of course a difference as the respiration is 
not a suction breathing but a pressure respiration. 
For distention of the pulmonary vessels and the 
difierence in pressure between the right ventricle 
and the left auricle which is necessary to overcome 
friction within them, there is no physical difference 
between normal respiration with a closed thorax 
and positive pressure respiration with an open 
thorax as the heart and the pleural space remain 
under the same surrounding pressure. 

The following records are made in every experi- 
ment: (1) the average aortic pressure determined 
with a mercury manometer at the free leg of the 
cannula in the innominate artery; (2) the average 
pressure in the right auricle determined with a water 
manometer through a cannula inserted through the 
inferior vena cava into the right auricle for control 
of the inflow of blood; (3) the average pressure in 
the pulmonary artery determined with a water 
manometer in a branch in the upper lobe of the 
right lung; (4) the perfusion volume of the greater 
circulation determined by the Stolnikov method; 
(5) the intratracheal air pressure determined with a 
Marey capsule placed toward the trachea in the 
Y-cannula; and (6) the time in seconds determined 
by Jacquet time marking. These six registrations 
are made on an optic kymograph by shadow pro- 
jection. In addition, the temperature of the blood 
is measured with a thermometer in the cannula of 
the superior vena cava and read when the stream 
volume is measured. 

The experiments showed that in the heart-lung 
preparation of Starling the minute volume falls with 
increasing distention of the lung. It is immate- 
rial whether the pulmonary distention is produced 
by constant pressure, deep respiration with expira- 
tory collapse, or rhythmical forced breathing. In 
spite of the falling minute volume, the average 
pressure in the pulmonary artery is increased as the 
result of increasing resistance in the pulmonary 
stream bed. In very marked distention failure of 
the lesser circulation may occur. 

When the respiratory air is constant and the pul- 
monary distention is moderate, no distinct influence 
is exerted on the stream volume by the frequency of 
respiration. 

Complete collapse as compared with moderate 
distention of the lung shows a diminution of the 
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minute volume. A simultaneous decrease of the 
average pressure in the pulmonary artery with an 
increase in the stream volume during the forced 
respiration of a collapsed lung is caused by a decrease 
in the resistance in the stream bed in the lung. 

With constant distention of a collapsed lung the 
minute volume increases from 3 to 6 per cent, but 
with distention of the collapsed lung by slight to 
moderate rhythmical forced respiration it increases 
from 17 to 22 per cent. Comparison of these figures 
apparently shows that in a lung in forced respiration 
the resistance in the stream bed is less than in a lung 
equally distended but not subjected to forced respi- 
ration. Therefore, in the respiratory rhythm there 
may be a force which strengthens the pulmonary 
perfusion and is manifested by the decrease in the 
average resistance in the pulmonary stream bed. 

With exclusion of half of the stream bed of the 
lung the stream volume diminishes only about 10 
per cent, but when the entire lung with the exception 
of one lobe is excluded the stream volume diminishes 
about 57 per cent. 

The clinical results of the experiments show the 
hemodynamic behavior of the pulmonary vessels 
and reveal the influence of various degrees of disten- 
tion upon the pulmonary stream bed. The changes 
are manifested not only in the resistance and the 
amount of perfusion, but also in the amount of 
blood in the lungs. The changes in the pulmonary 
circulation constitute only a part of the process 
taking place during respiration. The described 
changes in the stream bed are of clinical importance 
only when the right heart is no longer able to meet 
increased demands. 

However, for the surgeon the results have special 
interest because they constitute the basis for an 
understanding of the effect of certain therapeutic 
procedures and of disturbances during and after 
operative interventions in the thoracic cavity. For 
example, pulmonary collapse therapy is based upon 
an artificially produced relaxation of the lung 
obtained by pneumothorax or removal of bone from 
the thoracic wall. It has long been believed that 
the curative processes begin with a change in the 
perfusion, but up to the present time the nature of 
this change could not be determined with certainty. 
Experiments have shown that optimal perfusion 
occurs, not when the lung is collapsed completely, 
but when there is slight distention or forced breath- 
ing equal to a movement of from 3 to 15 mm. of the 
edge of the lung. Therefore it is evident that the 
optimal effect of pneumothorax is obtained, not 
with positive pressure causing complete collapse and 
complete cessation of respiratory movements, but 
only when there is still a slight distention or respira- 
tory movement in the relaxed lung. Under the 
latter conditions a specially favorable perfusion of 
the lung is obtained. This theory of perfusion in the 
relaxed lung applies of course also to all other con- 
stricting measures such as thoracoplasty, paraflin 
filling, and exeresis of the phrenic nerve. Therefore 
during the operation it is important to adjust the 
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differential pressure apparatus so that when the 
thorax is open the best possible perfusion—slight 
respiratory movement of the collapsed lung —is still 
possible. This empirically discovered fact has been 
proved by the experiments herewith reported. 

Heretofore it was believed that the pulmonary 
distention at the end of intrathoracic interventions 
should be such that the pulmonary surface was in 
close contact with the inner surface of the thoracic 
wall. However, marked distention is not always 
desirable. In other words, it is better if a slight 
pneumothorax persists. This theory may explain 
the fact that pneumonia is very rare following intra- 
thoracic interventions or, at any rate, occurs much 
less frequently after such operations than after 
interventions in the upper abdomen. When the 
distention at the end of the operation is moderate 
the circulation is better and engorgement is less 
likely to occur. 

Recently, relaxation therapy has been applied on 
the affected side of the lung in postoperative pneu- 
monia with successful results. The beneficial effect 
is explained by the findings of the author’s experi- 
ments. As in all inflammatory processes hyperemia 
causes the inflammation to disappear more quickly 
and renders it less harmful, the effect of this treat- 
ment is due to the improved perfusion of the 
affected lung. (Loenr). Louts Neuwe tt, M.D. 


Ringer, P. H.: Surgery in Pulmonary Tuberculosis: 
Its Increasing Importance. South. Surgeon, 1934, 
3: 251. 

Ringer discusses the surgical treatment of pul- 
monary tuberculosis from the medical point of view. 

He states that pneumothorax is indicated when 
there is a progressive and preferably fibrocaseous 
rather than exudative lesion, with or without cavity 
formation, in one lung, the contralateral lung is 
entirely sound or contains only a fibrotic and 
quiescent lesion, and the side from which the bleed- 
ing causing profuse hemoptysis is definitely ascer- 
tainable. 

Five operations performed to obtain pulmonary 
collapse are: (1) phrenicectomy, (2) phrenicectomy 
plus scalenotomy, (3) external pneumolysis or 
apicolysis, (4) internal pneumolysis, and (5) extra- 
pleural thoracoplasty. 

The beneficial effects of phrenicectomy are partial 
compression of the lung, relief of the tension on 
pleural adhesions, and the prevention of up-and- 
down movement of the lung. Partial compression 
varies enormously. The diaphragm may not rise at 
all or may rise 15 cm. or more. Exceptionally, 
pleural adhesions become slack as a result of the rise 
in the diaphragm and cavities previously held open 
may close. The absence of diiphragmatic breathing 
on the affected side places the lung at rest. Expe- 
rience has shown that phrenicectomy is beneficial in 
disease of the upper lobe as well as disease of the 
lower lobe. 

In cases with apical cavities, phrenicectomy with 
scalenotomy will often give better results than 
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phrenicectomy alone. The cutting of the muscle 
bellies of the three scaleni allows the four upper 
ribs to drop, and as the action of the intercostal 
muscles on the four upper ribs is dependent upon 
fixation of the first rib by the scaleni, it greatly 
reduces movement in the apex of the lung. . 

External pneumolysis or apicolysis has never 
found much favor in America. The author describes 
the operation briefly. 

Internal pneumolysis is done in cases in which 
adhesions prevent collapse by the injection of air 
Through a thoracoscope, adhesions are studied and 
localized and then are cut with an electrosurgical 
unit. This is a highly specialized procedure. ({ 
1,850 reported cases, internal pneumolysis rendered 
an unsatisfactory collapse satisfactory in 75 per 
cent. 

In general, thoracoplasty is limited to cases of 
moderately or far advanced chronic tuberculosis, 
with or without hemoptysis, in which the lesions are 
of the fibro-ulcerative type, with or without caviti- 
tion or empyema, and confined principally to one 
lung, the general condition, heart, and resistance to 
tuberculosis are fairly good, and all other treatment, 
including a sufficiently long sanatorium régime and 
attempts to induce artificial pneumothorax have 
failed. 

In conclusion the author states that surgical 
measures are not intended to take the place of the 
older methods of treating tuberculosis. They are 
merely supplementary. Their purpose is immobili 
zation of the diseased lung. Before surgery is 
undertaken, bed rest should be tried. 

Joun J. Matoney, M.D. 


Brunn, H.: Lung Abscess. J. Am. M. Ass., 1934, 
103: 1999. 

The author discusses various methods of treating 
lung abscess and reviews the end-results in 205 cases 
treated in the period from 1925 to 1934. 

He states that postural drainage is not as valuable 
in lung abscess as in bronchiectasis. In the cases of 
patients who are ill it is sometimes dangerous as the 
recumbent position renders expectoration more 
difficult and reduces the chest volume. Unless the 
abscess has broken into a bronchus, postural drain- 
age is useless. 

Bronchoscopy is unsatisfactory as a method of 
treating lung abscess. 

Artificial pneumothorax tends to break down pro- 
tective adhesions and may favor rupture of the 
abscess into the extrapleural space with the result- 
ing development of empyema. 

Phrenic paralysis and arsphenamin treatment are 
unsatisfactory. 

X-ray treatment may prove to be a valuable 
adjuvant. 

For diagnosis, Brunn considers X-ray examination 
most important. He places little reliance on physical 
diagnosis, but states that in the interpretation of tlie 
roentgenogram the surgeon must be guided by the 
findings of physical examination. 
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Because of the predominantly anaérobic nature of 
the organisms present in lung abscess, aération of 
the abscess by wide surgical opening is imperative. 
Operation should be performed in 2 stages, the first 
stage consisting of attachment of the visceral pleura 
to the chest wall. In 32 cases in which a 1-stage 
thoracotomy was done the mortality was 64 per cent, 
whereas in 28 cases in which thoracotomy was done 
in 2 stages the mortality was 32 per cent. 

Of the total series of 205 cases reviewed, 133 were 
treated medically and 72 surgically. Of the patients 
treated medically, 63 were benefited. Of those 
treated surgically, 40 were benefited and 32 died. 

Prolonged medical treatment previous to opera- 
tion is apparently of no advantage. 

G. DaniEL DEcprat, M.D. 


Edwards, A. T.: Malignant Disease of the Lung. 
J. Thoracic Surg., 1934, 4: 107. 

Edwards reports on seventy-three cases of carci- 
noma of the lung. Fifty-three of the patients were 
men. Forty-eight were, between forty and sixty 
years of age. The oldest patient was sixty-nine 
and the youngest twenty-six years of age. The right 
side was involved in thirty-three cases, the left side 
in forty, the left lower lobe in twenty-six, the right 
lower lobe in twenty, the left upper lobe in fourteen, 
the right upper lobe in six, the right middle lobe in 
five, and the right hilar region in two. 

Among the important symptoms were cough; the 
expectoration of sputum which generally was of a 
mucoid frothy type but occasionally was definitely 
purulent; hemoptysis varying from slight staining 
to brisk hamorrhage; dyspnoea; and pain varying 
from occasional discomfort to intense neuritis. 

The clinical signs were generally those of bron- 
chial obstruction causing atelectasis of the involved 
lobe. In the later stages there was secondary pleural 
effusion. Loss of voice or hoarseness or the appear- 
ance of Horner’s syndrome suggested the presence of 
the disease in the mediastinal glands. Clubbing of 
the fingers and toes was not uncommon. 

Roentgenography, bronchography with lipiodol, 
and bronchoscopy were of the greatest aid in the 
diagnosis. 

The treatment consisted of radical operation or 
the implantation of radon seeds. The author de- 
signed special containers for the radon. These had a 
lumen for the passage of air and fluid when the con- 
tainers were impacted within the bronchus. 

The end-results were poor, especially when the 
diagnosis was made late. However, in a fair pro- 
portion of the cases the treatment resulted in 
definite relief and prolongation of life, and the 
author believes that in a small proportion there is a 
chance of cure. J. Danret WIL-ems, M.D. 


Farifias, P. L.: Serial Bronchography in the Early 


Diagnosis of Bronchial Carcinoma. Am. J 


Roentgenol., 1934, 32: 757- 
Serial bronchography permits a diagnosis of 
bronchial carcinoma in its early stages and therefore 
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should be used in all cases in which bronchogenic 
carcinoma is suspected from the clinical picture. 

The roentgenological signs of bronchial carcinoma 
depend upon the type of the tumor. The polypoid 
type causes a filling defect which, when observed in 
profile, has the appearance of a notch in the bron- 
chial contour. The infiltrating type produces con- 
centric stenosis which generally occupies a consider- 
able portion of a large bronchus and extends along 
its branches. The necrotic type produces irregular 
bronchial cavities with diffuse borders. When the 
tumor is located near the large bronchi it may com- 
press or displace them. When it is more peripheral 
it displaces the bronchioles or the parenchyma. 

The negative shadows, the notches, the concen- 
tric stenosis, and the irregular bronchial cavities 
with diffuse borders (produced by destruction of the 
bronchial walls) are signs of bronchiogenic carci- 
noma inits early stages. J. DanteL WitteMs, M.D. 


Geschickter, C. F., and Denison, R.: Primary 
Carcinoma of the Lung. Am. J. Cancer, 1934, 22: 
854. 

Reports in the literature on cancer of the lung 
emphasize the increasing incidence of the disease, 
its frequent occurrence in young persons, and the 
importance of bronchoscopy in early diagnosis. 
The disease runs a rapidly ‘fatal course with early 
and widespread metastasis to other organs. Un- 
treated patients rarely survive the diagnosis by 
more than six months. 

The more common form, which usually occurs 
after middle age, is the hilar cancer composed of 
epidermoid cells resembling the lining cells of the 
large bronchi. The less common form is a diffusely 
growing adenocarcinoma which usually occurs 
earlier in life. 

Cancer of the lung is more common in males than 
in females. Irritants causing chronic inflammation 
are believed to be predisposing factors. 

The disease may be present for some time without 
causing symptoms. ‘The first sign is usually a dry, 
non-productive cough. The expectoration of blood- 
tinged sputum and of tumor tissue, pain, and 
clubbing of the fingers and toes are late manifesta- 
tions. 

The physical findings vary with the size and loca- 
tion of the tumor. As a rule physical examination 
discloses localized dullness, increased breath sounds, 
and diminished tactile fremitus. A cough of insid- 
ious onset, wheezing respiration, and dyspnoea out 
of proportion to the physical findings are important 
clinical features. In some cases the earliest signs 
and symptoms may be due to metastases. 

The authors review 60 cases in which the diag- 
nosis was confirmed by microscopic examination 
and the distribution of the tumor determined by 
roentgenography or autopsy. Eighteen of the 
neoplasms could be readily classified as adenocar- 
cinomata and 34 as cancers of the epidermoid type. 
The rest could not be classified satisfactorily. In 
typical cases of hilar carcinoma the roentgenogram 
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shows a solitary mass, usually to the right and over- 
lapping the mediastinal shadow. In typical cases 
of lobular carcinoma, multiple masses are seen in 
several lobes of one or both lungs. 

Neither surgery nor irradiation has proved very 
successful in the treatment of lung cancer. However, 
in a study of 120 cases, Chandler and Potter found 
the duration of life to be five months longer in cases 
treated by irradiation than in those not so treated. 
Excision has been accomplished successfully in 
recent years, but none of the patients subjected to 
the operation has been followed for five years. 

Wriiuram FE. SHACKLETON, M.D. 


Jackson, C. L., and Konzelmann, F. W.: Bronchial 
Carcinoma. J. Thoracic Surg., 1934, 4: 165. 


The authors review thirty-two cases of broncho- 
pulmonary cancer in which the diagnosis was con- 
firmed by bronchoscopic biopsy. They emphasize 
the importance of bronchoscopy as a diagnostic 
procedure in conjunction with X-ray study. They 
state that bronchoscopic examination is definitely 
indicated in cases with evidence of brenchial obstruc- 
tion. It is of the utmost importance in the early 
diagnosis and accurate localization of neoplasms and 
as a guide for radical surgical procedures. It has 
become almost a routine procedure in several of the 
larger clinics in America and is widely used abroad 
in the examination of patients with cough and 
expectoration or hemoptysis when the usual pro- 
cedures fail to reveal the presence of tuberculosis. 

In describing the technique of biopsy, the authors 
state that before biopsy is done a careful study of 
the bronchoscopic picture should be made and the 
degree of any distortion, fixation, and infiltration of 
the bronchial wall should be noted. The tissue for 
examination must be obtained from the growth itself 
and not from the inflammatory end-zone or granu- 
lations. Care should be taken to prevent trauma to 
normal bronchial spurs and to avoid biting too 
deeply into the tissue. If the bronchial wall shows 
no definite involvement or only slight bulging, 
biopsy should be postponed. 

The authors discuss the classification of broncho- 
genic neoplasms on the basis of the type of cell. Of 
the thirty-two lesions in the cases reviewed, four 
were adenocarcinomata; seven, squamous-cell car- 
cinomata; eight, carcinomata of a cell type difficult 
to establish; two, combined squamous-cell carci- 
nomata and adenocarcinomata; four, diffuse small 
round-cell or so-called medullary carcinomata; four, 
carcinomata similar to the last-mentioned group 
but with cells presenting a more corded or tubular 
appearance; and three, metastatic carcinomata. 

The authors state that in the grading of bron- 
chogenic neoplasms the clinical and roentgenographic 
findings must be taken into account. The prognosis 
in the cases reviewed was grave. To date, none of 
the patients has lived longer than eighteen months 
after the appearance of symptoms. 

The history and the X-ray, bronchoscopic, and 
biopsy findings in each of the thirty-two cases 
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reviewed are reported. The article is profusel, 
illustrated with photomicrographs of some of the 
tumors and drawings showing the bronchoscopi 
appearance, several of which are in color. 

Jay EuGene Trematne, M.D 


Tuttle, W. McC., and Womack, N. A.: Bronchio- 
genic Carcinoma: A Classification in Relation 
to Treatment and Prognosis. J. Thoracic Sure 
1934, 4: 125. 

Most, if not all, primary carcinomata of the lung 
are of bronchogenic origin, arising from the bron 
chial epithelium. These tumors are classified by the 
authors into: (1) those arising in a major bronchus. 
and (2) those arising in a minor bronchus or (he 
lung parenchyma. 

They are classified further on the basis of differen 
tiation. Tumors of Grade 1 are those in which most 
of the cells tend to resemble adult ciliated cells «1 
goblet cells or form definite squamous epithelium 
Those of Grade 2 are tumors which for the most 
part show a tendency toward differentiation, but the 
cells of which are not quite so mature. Of Grac 
are tumors made up of cells which to a large extent 
resemble those of the basal epithelial layer. 

In the reviewed cases, the length of time elaps)1ig 
between the onset of the symptoms and death 
averaged twenty-two and six-tenths months in cases 
of tumors of Grade 1, sixteen months in cases 0! 
tumors of Grade 2, and twelve and eight-tenths 
months in cases of Grade 3. 

Most of the lesions of Grade 1 were located in the 
major bronchi, and most of the less differentiate: 
lesions in the smaller bronchi or the periphery 0} 
the lung. 

As compared with tumors of the minor bronchi 
and the periphery of the lung, tumors of the major 
bronchi produce symptoms earlier, extend more 
slowly, are diagnosed more easily (especially !\ 
biopsy through the bronchoscope), and are mor 
amenable to surgery. J. Dante Wittems, M.D 


Rabin, C. B., and Neuhof, H.: A Topographic 
Classification of Primary Cancer of the Lung. 
Its Application to the Operative Indication and 
Treatment. J. Thoracic Surg., 1934, 4: 147. 


Because of the fact that at the present time 
interest in cancer of the lung seems to be centered 
on the advisability of surgical removal, the authors 
are led to suggest a new classification of cancers o! 
the lung based on gross topography and distribution 
which they have found of aid in determining ope! 


ability. From a study of 100 cases coming ‘vo 
autopsy, they conclude that, in general, broncho) 
monary carcinomata can be divided into 2 mai! 
groups with very few borderline cases. The classi 
fication they suggest is as follows: 
1. Circumscribed cancers (usually operable). 
A. Parenchymal (12 per cent of the total 
number). X-ray examination shows 
spherical well-demarcated growths 'n 
the substance of the lung, some of which 
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may involve nearly a whole lobe. In 
cases of large tumors, bronchoscopy may 
reveal compression of the bronchi. 
There are usually no symptoms except 
those referable to the local increase in 
the size of the neoplasm. Regional 
lymph-node involvement occurs late and 
is limited. 

B. Peripheral (12 per cent of the total num- 
ber). X-ray examination shows a well- 
demarcated shadow at the surface of the 
lung, which widens at the chest wall. 
Bronchoscopy is usually negative. The 
symptoms include local or referred chest 
pain. Regional lymph-node involve- 
ment occurs late and is limited. 

2. Non-circumscribed, infiltrating cancers (usu- 
ally inoperable). 

A. Main bronchus, non-stenosing and stenos- 
ing forms (63 per cent of the total 
number). X-ray examination may be 
negative or reveal root infiltration, 
atelectasis, infection of the lung or 
pleura, or metastatic lesions. Pleural 
effusion is frequent and may occur early. 
Bronchoscopy is positive. The symp- 
toms are cough, hemoptysis, infection, 
atelectasis, or metastases. Regional 
lymph-node involvement occurs early. 

B. Branch bronchus (13 per cent of the total 
number). X-ray examination may be 


negative, reveal the picture of unre- 
solved pneumonia, or disclose evidence 
of metastases. Pleural effusion may be 


present. Bronchoscopy is usually posi- 
tive. The symptoms are usually those 
of metastases. Regional lymph-node 
involvement occurs early. 

At the Mt. Sinai Hospital, New York, more than 
250 cases of bronchopulmonary carcinoma have been 
studied according to this classification during the 
last ten years. 

The article includes photomicrographs, photo- 
graphs of gross specimens, roentgenograms, a brief 
discussion of 5 cases in which operation was done 
for the removal of a primary cancer of the lung, and 
an outline of the indications for operation based on 
the topographic classification. 

Jay Evcene Trematne, M.D. 


Eggers, C.: Lobectomy for Carcinoma of the Lung. 
J. Thoracic Surg., 1934, 4: 211. 


Progress in the treatment of malignant tumors of 
the lung has not kept pace with general progress in 
thoracic surgery mainly because the early diagnosis 
of malignant tumors of the lung is still difficult. 
There is much to be learned concerning the onset of 
malignant tumors of the lungs and bronchi, their 
progress, their invasive qualities, their pathological 
character, and their radiosensitivity. 

The safety of lobectomy and pneumonectomy 
depends on early diagnosis made before the primary 
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growth has become attached to or has involved the 
surrounding organs and before the main bronchus 
has become involved. 

A case of carcinoma of the lung in which lobec- 
tomy was performed is reported in detail. The 
patient was a woman forty-five years of age who 
was admitted to the hospital January 3, 10934, 
complaining of pain in the left chest, bloody sputum, 
dyspnoea, and night sweats. The findings of physi- 
cal examination suggested a pleural effusion, while 
the history indicated a lesion within the left lung. 
After two aspirations each of 1,100 c.cm. of clear 
straw-colored fluid followed by the injection of air, 
X-ray examination showed the left lower lobe 
nearly collapsed. The upper lobe was prevented 
from collapse by dense bands of adhesions as well as 
by an intrapulmonary lesion resembling a cavity of 
a suppurative focus, although the pleural effusion 
suggested malignancy. 

Bronchoscopic examination revealed distortion of 
the left main bronchus. By this examination it was 
determined that the lesion was probably malignant 
although chronic abscess could not be ruled out. 

In the absence of positive support from the 
roentgenographic, bronchoscopic, or laboratory 
examinations, a clinical diagnosis of probable 
malignancy of the lung was made on the basis of 
the gradual onset of the condition with the expec- 
toration of blood, the afebrile course, the increasing 
dyspnoea, and the pleural effusion. 

Under colonic avertin anesthesia supplemented 
by nitrous oxide oxygen and ether, an incision was 
made along almost the entire fifth intercostal space. 
After some difficulty in freeing the lung the lower 
lobe was found collapsed and very solid. It was 
extensively adherent to the upper lobe. The upper 
lobe contained a hard, nodular visible tumor. On 
liberation of the lower lobe the tumor tissue was 
found to extend close to the main bronchus and 
numerous small tumor implantations were dis- 
covered on the lateral chest wall, in the pleura of 
the lower lobe, and covering the:aorta. In spite of 
this, lobectomy was performed in the hope that the 
metastases might be controlled by X-ray treatment. 
An attempt was made to inflate the contracted 
lower lobe by making multiple incisions in the 
visceral pleura, but was unsuccessful on account of 
the thickened condition of the lobe. The chest wall 
was Closed in layers, and closed drainage was main- 
tained through a stab wound in the ninth inter- 
space by a %-in. rubber tube, the outer end of 
which was kept under a fluid level. 

The postoperative course was relatively un- 
eventful. A roentgenogram of the chest taken after 
twenty-four hours showed fairly good lung expan- 
sion with no displacement of the mediastinum. The 
chest wound healed by primary union. The patient 
was allowed out of bed on the eighteenth day. 

X-ray treatment was begun four weeks after the 
operation, but was discontinued because of a severe 
reaction. Later it was repeated and was again 
followed by a severe reaction. The third treatment 
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was followed by vomiting, weakness, and a rise in 
the temperature to 103 degrees F. The patient 
developed granulocytopenia. She had been given 
allonal and pyramidon. After several doses of 
pentnucleotide and a blood transfusion she re- 
covered. Later X-ray treatments given at longer 
intervals and in smaller doses were well borne. 

The pathological diagnosis of the lung tumor was 
“carcinoma of the lung, Grade 2.” 

The patient was discharged in fair condition on 
April 20, 1934. 

In conclusion the author calls attention to the 
difficulty in diagnosing a primary tumor early; the 
importance of the proper interpretation of early 
symptoms; the difficulty of interpreting early 
roentgenograms; and the comparative ease with 
which lobectomy may be performed successfully in 
suitable cases. J. Epwin Kirkpatrick, M.D. 


Overholt, R. H.: The Total Removal of the Right 
Lung for Carcinoma. J. Thoracic Surg., 1934, 
4: 196. 

The author reports the first case of removal of the 
entire right lung for malignancy. Removal of the 
entire left lung for malignancy has already been 
reported in the literature. In the author’s case, 
bronchoscopic biopsy was negative for malignancy, 
whereas the clinical and X-ray evidence was strongly 
positive. 

Following the preliminary induction of pneumo- 
thorax, the operation was performed under anes- 
thesia induced with an intratracheal tube and a 
closed circuit. Cyclopropane gas anaesthesia was 
chosen because it can be induced with concentra- 
tions as low as from 5 to 15 per cent and therefore 
permits the administration of from 85 to 95 per cent 
of oxygen during the course of the surgical anes- 
thesia. While the surgeon was working on the root 
of the lung, the anesthetist purposely caused cessa- 
tion of respiration. Apnoea was induced by over- 
oxygenation until respiratory movements stopped. 
Gentle and minintal inflation and deflation of the 
left lung was carried out artificially by manipulating 
the bag on the closed-circuit rebreathing apparatus. 
The apnoea was maintained for forty-five minutes 
and greatly facilitated the work on the lung root. 

The lung was removed in one stage and the chest 
closed without immediate thoracoplasty. This pro- 
cedure is of advantage because the pathological 
condition is removed immediately and, with a closed 
and rigid thorax, pressure against the heart and 
mediastinum can be controlled. }Thoracoplasty was 
performed later. Eart O. Latimer, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Ochsner, A., and Owens, N.: Anterothoracic 
(Esophagoplasty for Impermeable Stricture of 
the sophagus. Ann. Surg., 1934, 100: 1055. 


The first attempt at anterothoracic cesophago- 
plasty was made by Bircher in 1804, and the first 
successful anterothoracoplasty was performed in 
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1907 by Roux. The authors have analyzed the 
reports of 240 cases in which an anterothoracic 
cesophagoplasty was attempted for stricture of the 
cesophagus. In these cases 242 operations were 
performed. Dermato-cesophagoplasty was done in 
13.4 per cent jejuno-cesophagoplasty in 14.8 per 
cent; jejunodermato-cesophagoplasty in 41.3 per 
cent; colo-cesophagoplasty in 8.2 per cent; salpingo 
gastro-cesophagoplasty in 9.9 per cent; gastro 
cesophagoplasty in 9.1 per cent; and a miscellaneous 
and incomplete series of operations in 3.3 per cent. 

In dermato-cesophagoplasty the new cesophagus 
is formed entirely from the skin of the anterior thorax, 
the cutaneous tube being used to connect the cervical 
cesophagus and the stomach. The intraperitoneal 
manipulation is minimal and the entire skin tube 
can be made in 1 stage. A disadvantage is the 
danger of digestion of the skin tube by the gastric 
contents at the point of anastomosis between the 
skin tube and the stomach. The operation was 
completed in 53 per cent of the cases in which it was 
tried. Of the cases in which it was completed, the 
results were good or fair in 73.6 per cent. 

In jejuno-cesophagoplasty the new cesophagus is 
formed from a loop of jejunum which is mobilize: 
anterior to the thorax and beneath the skin of the 
anterior thorax. A theoretical advantage of this 
type of operation is that the gut retains its peristaltic 
activity. A decided disadvantage, however, is the 
danger of interference with the blood supply of a 
loop long enough to extend from the cervical region 
to the stomach. The operation was completed in 43.3 
per cent of the cases in which it was attempted. A 
— complication was gangrene of the mobilized 
oop. 

Jejunodermato-cesophagoplasty consists in the 
formation of a skin tube for a portion of the newly 
formed cesophagus and the use of a mobilized loop 
of jejunum for the remaining portion. The advantage 
of this technique is that the jejunum is better able 
to withstand the digestive action of the stomach 
than the skin tube, and when a skin tube is used for 
the upper portion interference with the blood supply 
of the jejunal loop is less apt to occur. The operation 
was completed in 65.3 per cent of the cases in which 
it was tried, and the results were classified as good in 
97.8 per cent of the cases in which it was completed. 
The authors believe that this is the procedure of 
choice although it requires a large number of opera 
tions. The average number in the cases reviewed 
was 4.3 whereas the average number in the cases 
in which jejuno-cesophagoplasty was done was 2.? 

In colo-cesophagoplasty a loop of the colon is used 
to bridge the distance between the cervical asoph 
agus and the stomach. This operation was done in a 
relatively small group of the reviewed cases, but 
was completed in 61.1 per cent. Fair to excellent 
results were obtained in 90 per cent of the cases in 
which it was completed. 

In salpingogastro-cesophagoplasty the new cesoph- 
agus is formed by a tube formed from the stomach. 
A disadvantage of this procedure is the danger o! 
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digestion of the skin tube by the gastric secretions 
in the cases in which a tube of skin is used. Of the 
cases in which the operation was attempted it was 
completed in only ro per cent. 

Gastro-cesophagoplasty consists in mobilizing the 
entire stomach anterior to the thorax and anasto- 
mosing it to the cervical oesophagus. It has the 
advantage that it can usually be done in 1 or 2 stages, 
but the disadvantage that it is a formidable pro- 
cedure. Of the cases in which it was attempted it 
was completed in 45.4 per cent. Function was good 
in 60 per cent of the cases in which it was completed. 

The mortality rate in the entire series of cases was 
32.6 per cent. The mortality was highest in the cases 
in which the entire stomach or a long loop of bowel 
was used in the reconstruction of the cesophagus— 
66.3 per cent and 46.6 per cent, respectively. It was 
lowest in the cases in which the cesophagus was 
formed from the colon or by a combination of small 
bowel and skin tube—22.2 per cent and 22.7 per 
cent, respectively. The percentage of completed 
operations was highest—65.3—in the cases in which 
jejunodermato-cesophagoplasty was done, and next 
highest—63.3—in the cases of dermato-cesophago- 
plasty in which only skin was used to construct the 
new oesophagus. 

It was lowest—8.3—in the cases in which a tube 
was formed from the stomach. 

The authors report a case of their own in which a 
jejunodermato-cesophagoplasty was done for an 
impermeable lye stricture in a child ten years of age. 
The patient had had a gastrostomy since the age of 
four. In the first stage of the operation a loop of 
jejunum was mobilized, the distal end connected 
with the stomach, and the proximal end brought up 
to the lower portion of the thorax to lie subcutaneously 
anterior to the sternum. The second stage consisted 
of the formation of a skin tube from the skin of the 
anterior surface of the thorax. In the third stage the 
cervical cesophagus was mobilized, and the cesopha- 
gus was divided just above the stricture. The distal 
end closed blindly, and the proximal end brought up 
into the wound and anastomosed to the previously 
formed skin tube. Fistula developed at both ends of 
the skin tube, but following repeated operations were 
successfully closed. 

On the basis of their experience in this case the 
authors recommend the use of a flap at the lower end 
of the skin tube to decrease the danger of fistula 
formation at the lower end, and invagination of the 
cervical cesophagus into the skin tube to prevent 
infection of the anastomosis of the oesophagus to the 
skin tube. 

Souttar, H. S.: Cancer of the G@sophagus. Brit. 
M.J., 1934, 2: 797. 

It is only rarely that radical removal of a car- 
cinoma of the oesophagus can be considered, and in 
spite of a few brilliant results, it seems most unlikely, 
on the basis of the pathological factors, that radical 
surgery can ever become a practical method. The 
depth at which the cesophagus lies, the fragile nature 
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of its wall (which possesses neither a submucous nor 
a peritoneal coat), the complexity of the structures 
by which it is surrounded, and the age at which 
carcinoma of the oesophagus occurs are all opposed 
to a direct attack. Therefore relief of the dysphagia 
may be sufficient cause for gratitude. 

For relief of the dysphagia we have 3 methods at 
our disposal: dilatation, intubation, and gastros- 
tomy. The use of gastrostomy is, of course, a con- 
fession of surgical failure. If gastrostomy is to be 
performed, it should be done before exhaustion has 
increased its dangers and decreased its value. Dila- 
tation should be attempted only under the direct 
control of the cesophagoscope. The dysphagia is 
usually relieved immediately by this procedure, but 
is likely to recur in a few weeks. To prevent its 
recurrence the author devised some years ago a 
flexible tube formed of a spiral of German silver 
wire which has an expanded upper end and a twisted 
oval section to prevent its upward displacement. 
This tube is now in general use. On account of its 
extreme flexibility, it is readily tolerated. The 
patient is usually quite unconscious of its presence, 
and its large lumen allows the passage of ordinary 
food. With reasonable care in the preparation and 
mastication of the food, the tube should not become 
blocked. The slight difficulty experienced at first 
in the introduction of the tube has been overcome 
by the author by a very simple device. It was found 
that even after full dilatation the lower edge of the 
tube had a tendency to catch on the end of the 
growth and would not pass through the lumen. This 
can be entirely avoided if, before the introduction 
of the tube, a small cone of gelatin is inserted into its 
end. A glycerin suppository of suitable size will 
answer the purpose perfectly. The facility of the 
introduction of the tube produced by this simple 
device is very remarkable. The gelatin dissolves in 
a few minutes and passes down the oesophagus. 

The author’s experience with the described 
methods now extends over about fifteen years and 
includes more than 300 cases. These methods aim 
solely at relief of the dysphagia and not at cure of 
the disease. 

At present it appears that cure can be hoped for 
only from some form of irradiation. For irradiation 
we have at our disposal radium and the X-rays. 
When intubation with the author’s spiral tube can 
be effected, this tube may be used very conveniently 
as a support for radium. A narrow gold tube about 6 
in. long is filled with radon gas, its ends are sealed, 
and one end of the tube is wound into a circle % in. 
in diameter to form a ring to which a thread can be 
attached. This tube is lowered into the spiral tube, 
the ring resting on its upper aperture. The emana- 
tion tube does not interfere with the passage of 
liquids through the intubation spiral and is easily 
withdrawn at the end of forty-eight hours. 

A method which the author has used extensively 
is the introduction of seeds by means of the cesoph- 
agoscope into the substance of the growth itself. 
It might seem that this procedure is essentially 
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dangerous since it is impossible to be sure that the 
seeds will not enter the mediastinum or the sur- 
rounding structures. However, in well over 100 
cases the author never experienced any trouble 
attributable to this cause. In a few cases a fairly 
satisfactory result was obtained, the patient re- 
covering the ability to swallow and being restored 
to a condition of health. In no case, however, was 
a cure obtained. All of the patients died within a 
year. Josepu K. Narat, M.D. 


O’Shaughnessy, L., and Raven, R. W.: Surgical 
Exposure of the @sophagus. Brit. J.Surg., 1934, 
22: 365. 

The authors carried out a series of dissections to 
determine the best surgical approaches to the cesoph- 
agus. Measurements were made of the length of the 
cesophagus and the depth of the organ from the sur- 
face at various levels. The technique of each ap- 
proach is given in detail. 

In the approach described by the authors the cer- 
vical oesophagus lying between the trachea and the 
vertebral bodies may be exposed for a length of 9 
cm. At the level of the upper border of the manu- 
brium sterni its depth from the surface is 6 cm. 

Five approaches to the thoracic cesophagus and 
the portion of oesophagus exposed by each are de- 
scribed. The right transpleural approach to the 
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Fig. 1. Exposure of the thoracic cesophagus from tie 
arch of the aorta to the diaphragm by the left transpleural 
approach. The left lung is retracted forward and the 
cesophagus is seen lying between the descending thoracic 
aorta behind and the pericardium in front. The latter 
constitutes the greatest obstacle to clear vision of the 
cesophagus. 
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CZESOPHAGUS. . 
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Fig. 2. Exposure of the thoracic oesophagus at the bifur- 
cation of the trachea. The parietal pleura has been sep 
arated from the vertebral bodies in a downward direction 
The cesophagus is exposed between the separated lung and 
pleura and the bodies of the vertebra. The vena azygos 
major is the important landmark for the oesophagus as it 
crosses behind the latter to join the superior vena cava. 


upper oesophagus exposes 8.5 cm. of the structure at 
a depth of 7.5 cm. The right transpleural approach 
to the lower cesophagus exposes 14 cm. of the struc 

ture between the lung root and the diaphragm at « 
depth of 12 cm. If the azygos vein is ligated, an 
additional 2 cm. can be exposed. The left trans- 
pleural approach to the lower cesophagus exposes 
14 cm. of the organ between the arch of the aorta 
and the diaphragm at a depth of 9.5 cm. The right 
mediastinal approach permits exposure of 8 cm. i! 
a depth of 6.5 cm., and the left mediastinal approach 
an exposure of about 14 cm. at a depth of 7.5 cm. 

The abdominal cesophagus can be exposed for 
length of about 5 cm. at a depth of 13 cm. by the 
simple laparotomy method, and for a length o/ 
about 8 cm. at a depth of 14 cm. by a modification 
of Marwedel’s method. By mobilization of the organ 
and retraction of the costal flap it may be brought 
almost to the surface of the wound. 

The authors conclude that the upper oesophagus 
is best approached from the level of the thoracic 
inlet to the lung root by the right transpleura! 
method; the portion in the region of the lung root, 
by the right mediastinal route; and the lower cesoph 
agus from the level of the aorta to the csophage! 
hiatus of the diaphragm by the left transpleura! 
route or, if there is doubt as to the upper limit of the 
lesion, the right transpleural approach. To approac! 
the cesophagus from below, the modified Marwe:e! 
incision is best. Eart O. Latimer, M.D. 
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Poinso, R., Legrand, M., and Paillas, J. E.: Sar- 
comata of the Mediastinal Glands (Les sar- 
comes ganglionnaires du médiastin). Arch. méd.- 
chir. de appar. res pir., 1934, 9: 369. 

Sarcomata of the glands of the mediastinum are 
primary malignant tumors developed either from 
the reticulum or the leucopoietic tissue of the glands. 
The authors therefore prefer to call them “sarco- 
mata” rather than “lymphosarcomata” as the latter 
term indicates tumors developed only from lympho- 
poietic tissue. 

Sarcomata of the glands of the mediastinum gen- 
erally occur in children or young adults. Their 
cause is unknown. Many factors indicate that they 
are of infectious origin. Among these are the tem- 
perature, which sometimes rises as high as 39 de- 
grees C., the infectious condition, the rapid develop- 
ment of the tumor, and the blood picture which 
shows a slight leucocytosis and polynucleosis. The 
authors describe the histological findings in detail 
with photomicrographs. 

The tumors are classified into pure mediastinal 
forms; mediastinopulmonary forms; mediastino- 
pleural forms; associated forms, that is, forms asso- 


ciated with other diseases such as_ tuberculosis, 
abscess of the lung, or bronchiectasis, which are 
rare; and metastatic forms. Typical cases of the 
principal forms are reported by the authors with 
roentgenograms. 

The condition is fatal. The average duration of 
life is about ten months. Sometimes death results 
in a few weeks. The longest survival was three years. 
In the pure forms long remissions can be brought 
about by penetrating roentgen therapy. The doses 
should be large enough to cause death of the patho- 
logical cells without producing necrosis of the normal 
tissue. The dosage necessary in the individual case 
will depend upon the effect on the tumor. The ir- 
radiation of the whole tumor should be homogeneous 
and the dosage so distributed in time as to prevent 
local and general accidents from too intense irradia- 
tion. The cross-fire method from several portals 
of entry should be used to ensure homogeneity. 

Surgical operation is generally impossible because 
the tumors are adherent and infiltrating. Median 
sternotomy may be done as a palliative measure for 
decompression, but any operation is serious in these 
cases. AuprEY Goss Morcan, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Catterina, A.: The Bassini Operation and the Bren- 
ner, Hackenbruch-Druener, Schmieden, and 
Kirschner Operations (Die Bassinische Operation 
und die Operationen nach Brenner, Hackenbruch- 
Druener, und Kirschner). Zentralbl. f. Chir., 1934, 
P. 933. 


Catterina again enthusiastically recommends the 
Bassini operation. He attributes poor results as 
regards recurrences to a poor technique and to the 
fact that beginners undertake the operation. In his 
cases the incidence of recurrence is only between 
1 and 2 per cent. Poor results are explained also by 
the fact that in German textbooks the technique of 
the Bassini operation is often not described in 
sufficient detail or described incorrectly. It is de- 
scribed best in Kirschner’s book. 

The fundamental aim of the Bassini operation is 
restoration of the inguinal canal from the anatomical 
and physiological standpoints. There are two open- 
ings, one abdominal and one subcutaneous, and two 
walls between which runs the spermatic cord. The 
intra-abdominal pressure forces the posterior wall 
against the anterior wall. The posterior wall is the 
three-fold layer of the internal oblique muscle, the 
transversalis muscle, and the transversalis fascia, 
which approach the posterior free border of Pou- 
part’s ligament. Catterina incises the transversalis 
fascia, separates the triple layer from the preperi- 
toneal fatty tissue and from the aponeurosis of the 
internal oblique muscle lying in front of it, and, to 
strengthen the weakest inner point, includes the 
outer border of the rectus muscle in the first two 
stitches of the deep row of sutures. The well-known 
high position of the internal oblique muscle never 
causes difficulties, as even in cases of large hernia 
the internal oblique muscle drops down after re- 
moval of the herniated coil. 

In the Brenner operation the cremaster muscle 
is the chief factor as it is sutured to the lower border 
of the internal oblique muscle and outer border of 
the rectus and therefore, especially in cases of high 
position of the internal oblique muscle, covers the 
weak spot like an apron. Catterina claims, however, 
that its object is not accomplished as the cremaster 
muscle has no relation to Poupart’s ligament. It is 
related only to the testicle. Even though it is some- 
times hypertrophic, it is usually very thin. More- 
over, it is injured when it is separated from the 
spermatic cord. Unlike the posterior Bassini wall, 
it does not meet physiological requirements. When 
the results of the Brenner operation are not poor, 
they depend, not upon the cremaster, but upon 
reduplication of the aponeurosis of the external 
oblique muscle. 


In the Hackenbruch-Druener operation a deep 
Bassini suture is not made. The spermatic cord is 
placed between the leaves of the aponeurosis. These 
leaves offer less resistance to the intra-abdomina!| 
pressure than the posterior Bassini wall. Th: 
cicatricial adhesion between the aponeuroses may 
easily lead to disturbances in the spermatic cord. 
Druener believes that the constriction of the muscle 
bundles by the interrupted sutures of Bassini causes 
atrophy, and it is a fact that Bassini drew his sutures 
so tight that they offered resistance to artificial pres- 
sure at the time of the operation. However, Billroth 
and Gussenbauer taught that at the site where the 
contractile substance of the muscle fibers is con 
stricted by sutures it is split off so that only the con 
nective tissue sarcolemma sheaths are attached to 
Poupart’s ligament, while the muscle substance in 
the immediate vicinity is preserved. Druener be 
lieves that the separation of the aponeurotic leaves 
from their bed, which was considered injurious by 
Planz, is harmless because the nutrient circulation 
is restored after their replacement. He rejects sharp 
separation of the hernial sac because of its danger. 
Moreover, he regards the removal of the cremaster 
muscle, which Bassini demanded, as useless. 

Schmieden performed the Bassini operation, but 
made a new internal inguinal ring by boring through 
the internal oblique muscle. This favors the forma- 
tion of connective tissue adhesions and disturbances 
in the spermatic cord. Schmieden claimed that in 
the Bassini operation the spermatic cord becomes 
angulated because the position of the internal in 
guinal ring is changed first by the torsion and the 
high ablation of the hernial sac and then by the 
eight sutures in the posterior wall by which the new 
ring is displaced upward and outward. In the 
Schmieden operation this angulation does not occur 
and only from three to five deep sutures are applied 
and these do not penetrate the three-fold layer. 

In the Kirschner operation the cremaster is not 
removed and the spermatic cord is placed subcu 
taneously after it has been allowed to make angular 
twists. The spermatic cord is therefore exposed to 
severe injury. In Catterina’s opinion Kirschner’s 
modification is the best, but is not necessary. 

(Franz). Louts NEuwELt, M.D. 


Gundel, M., and Suessbrich, F : Results of Further 
Clinical and Microbiological Studies of Perito- 
nitis and Its Prevention and Treatment with 
Serum (Ergebnisse weitere klinischer und mikro 
biologischer Untersuchungen ueber die Peritoniti 
und ihre Serumprophylaxe und -therapie). liv. 
Wehnschr., 1934, 11: 1235. 


In appendicitis, the principal exciting organisms 
are enterococci and anhemolytic streptococci, where- 
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as in appendiceal abscess and in peritonitis following 
appendicitis they are fecal bacteria, chief of which 
are the bacillus coli and the gas-gangrene bacillus. 
The latter apparently acts only through its toxins. 
Hfowever, in all cases of peritonitis, regardless of the 
site of origin of the condition, there is a mixed in- 
fection in which colon bacilli, enterococci, and gas 
gangrene bacilli are by far the most numerous organ- 
isms. Therefore a polyvalent serum is necessary. 

In the studies reported the following four types of 
serum were used: (1) a serum against the gas- 
gangrene bacillus, the colon bacillus, and entero- 
cocci; (2) a serum against the colon bacillus and 
enterococci; (3) a serum against the colon bacillus; 
and (4) a serum against enterococci. The investi- 
gators were not informed of the composition of a 
serum until its effect had been determined. The 
deaths which occurred when inappropriate serum 
was used indicate the necessity for a use of a triple 
serum. Among the cases studied there were six of 
progressing enterococcus peritonitis in which a 
serum against the colon bacillus or gas-gangrene 
bacillus alone or the old polyvalent peritonitis serum 
would have been of no value. 

The new polyvalent serum has a 65 per cent con- 
tent of antitoxic colon bacillus serum and a 25 per 
cent content of enterococcus serum, and contains 
10,000 Behring units of a potent gas-bacillus anti- 
toxin in 20 c.cm. This is the serum of choice for 
all cases of peritonitis at the time of operation. 

To date, 240 cases of peritonitis have been treated 
with peritonitis serum and studied bacteriologically. 
There were 27 deaths, a mortality of 11.2 per cent. 
In addition, 51 patients were given the new poly- 


valent serum either for treatment or for prophylaxis. 
During operation, smears were made from the 
serosal suture of gastric anastomoses as well as from 


various peritoneal sutures. Pathogenic bacteria 
were found in 13 (25 per cent). Of 13 patients given 
prophylactic treatment, 2 died of causes other than 
peritonitis. Of the 51 patients given the serum for 
prophylaxis or treatment, 6 died, but 5 of the 6 
succumbed to lung and heart complications. 

Stich found that infection is present in 0.71 per 
cent of exploratory laparotomies. The new serum 
should be used to prevent peritonitis from the pene- 
tration of bacteria through the intestinal walls. At 
the end of the operation, while the patient is still 
under anesthesia, 20 c.cm. in from 500 to 1,000 
c.cm. of a 5 per cent dextrose solution should be 
injected intravenously. For the treatment of perito- 
nitis, the serum is given intraperitoneally. 

(FRANz). Jacos E, Kietn, M.D. 


Mauro, M.: An Anatomicopathological and Clin- 
ical Contribution to the Study of Primary 
Tumors of the Mesentery (Contributo anatomo- 
patologico e clinico allo studio dei tumori primitivi 
dei meso). Arch. ital. di chir., 1934, 38: 16t. 


Mauro reports three mesenteric tumors, discusses 
such neoplasms with special reference to fibromata, 
and tries to establish a characteristic syndrome for 
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growths in the gastrohepatic ligament. He states 
that only about 350 primary tumors of the mesentery 
have been reported and some of them are doubtful. 
Sixty-five per cent of those reported were situated 
in the mesentery proper, usually that of the ileum; 
25 per cent, in the great omentum; 2.5 per cent in 
the gastrohepatic omentum; 0.3 per cent each in the 
gastrosplenic ligament, the falciform ligament, and 
the mesentery of the duodenojejunal angle; 0.75 per 
cent near the ileocecal junction; 1.8 per cent in the 
mesocolon; and 1.5 per cent each in the mesosigmoid 
and mesocecum. 

The three tumors reported by the author were a 
lipoma, a cylindrical-celled carcinoma, and a pure 
fibroma. 

The lipoma was a retroperitoneal tumor weighing 
6 kgm. which occurred in a man fifty-four years of 
age. It had pushed forward between the layers of 
the mesocolon at the hepatic angle. ‘I'wo special 
features of this case were an eosinophilia of 80 per 
cent and an intra-abdominal fremitus which were 
unexplained and gave rise to the diagnosis of echi- 
nococcus cyst. In a review of the literature the 
author found no mention of these signs in cases of 
intra-abdominal lipoma. 

The cylindric-celled carcinoma occurred in the 
mesentery of the ascending colon of a man forty-six 
years of age. It was the size of a lemon. Mauro 
believes it originated from aberrant germs of the 
primitive intestine. 

The pure fibroma occurred in the gastrohepatic 
omentum of a woman twenty-nine years of age who, 
four years previously, discovered a small painless 
lump under the left costal margin. During the past 
year the tumor has grown rapidly and the patient 
had suffered from gastric disturbances, substernal 
oppression, and occasional dysphagia. ‘'wo months 
before operation she had a crisis of epigastric pain 
accompanied by profuse hematemesis. At opera- 
tion, a fibroma weighing 2.5 kgm. and measuring 
23 by 20 by 18 cm. was found crowding down the 
lesser curvature of the stomach. The gastric cavity 
communicated with a zone of softening and ulcera- 
tion, the size of an egg, within the tumor. The 
tumor, together with the lesser curvature, was re- 
moved with difficulty on account of the adhesions 
and vascularity. The patient made an excellent 
recovery. Mauro ascribes the operative success to 
the ample exposure by a left paramedian incision 
and resection of the left costochondral arch by 
Meyer’s method which yields complete control of 
the entire left hypochondrium. 

He states that only 50 cases of unmixed fibroma 
of the mesentery have been reported. Some of these 
growths arise from the fibrinous coat of the intestine, 
a fact of practical importance as it may lead the 
surgeon to believe that he is dealing with a sarcoma. 

Two forms of mesenteric fibromata can be dis- 
tinguished: one latent and the other causing diges- 
tive symptoms. The symptoms of the latter are 
extremely varied and not characteristic. The final 
stage is dominated by intestinal obstruction. The 
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diagnosis is very difficult, if not impossible. The 
prognosis is always grave because by the time opera- 
tion is undertaken the tumor is usually voluminous 
or has produced such disturbances that the patient’s 
general condition is poor. 

Including the author’s case, only 8 tumors of the 
gastrohepatic ligament (3 of them fibromata) have 
been reported. On the basis of these cases Mauro 
tries to reconstruct the syndrome of a tumor in this 
location. He states that in its anteroposterior and 
vertical growth the tumor pushes against the epi- 
gastric wall, tilts the left hepatic lobe upward, and 
encroaches on the lesser curvature of the stomach 
which is thereby elongated and displaced downward 
and to the left while the stomach as a whole remains 
anchored at the cardia and pylorus. In its lateral 
growth the tumor may compress the hepatic artery, 
portal vein, and bile ducts, although in none of the 
reported cases was there jaundice, ascites, or any 
hepatic disturbance. The cardia and adjacent part 
of the oesophagus are pressed anteroposteriorly 
against the pillars of the diaphragm, with resulting 
secondary megoesophagus, as in the author’s case. 
This is the first report of this particular patho- 
genesis of megcesophagus. Mauro believes that the 
pushing of the epicardial portion of the oesophagus 
against the diaphragm is a pathognomonic sign of 
tumor in the small omentum. 

With regard to the diagnosis, Mauro says that, 
on account of its rarity, the lesion is not thought of 
and has never been recognized before operation. 
The usual diagnosis is tumor or cyst of the liver. 
In fact, there is no unequivocal differentiation be- 
tween the 2 syndromes. 


The article is supplemented by roentgenograms 


and a bibliography. M. E. Morse, M.D. 


GASTRO-INTESTINAL TRACT 


Rammstedt, C.: The Operative Treatment of Hy- 
pertrophic Stenosis of the Pylorus in Infants 
(Die operative Behandlung der hypertrophischen 
Pylorusstenose der Saeuglinge). Ergebn. d. Chir., 
1934, 27: 54. 

Rammstedt precedes his discussion of the oper- 
ative treatment of hypertrophic pyloric stenosis in 
infants by a discussion of the regional and racial 
incidence, the clinical picture and symptoms, the 
pathological anatomy, the etiology, the diagnosis, 
and the prognosis of the condition. 

In the diagnosis he attaches little importance to 
the demonstration of a tumor as this is very unre- 
liable. He states that at least the differentiation be- 
tween pure spasm and hypertrophic pyloric stenosis 
should not be based upon it. On the other hand, he 
values X-ray examination, especially the technique 
of Voss. This consists of making an exposure with 
the patient prone with the left side elevated to bring 
the pylorus into more direct view and forcing the con- 
trast medium into the pyloric canal by palpation. 
The signs of hypertrophic pyloric stenosis are 
a sharp cutting off of the shadow in front of the 
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pylorus, definite displacement of the permanently 
narrowed and elongated canal toward both sides. 
absence of peristalsis in the canal, and failure of the 
duodenal bulb to open. 

The history of the operation is interesting. It js 
known that the French always call the procedure the 
Fredet operation. Fredet first performed the extra 
mucous Heinecke-Mikulicz pyloroplasty, but his 
report of it failed to make a lasting impression on 
the medical profession and he later abandoned the 
method in favor of gastro-enterostomy. Weber 
revived the procedure, but retained the transverse 
suture of the old pyloroplasty which Kausch had 
warned against because of the danger that thi 
mucosal folds may spoil the results of the operation 
Thus, the greatest confusion prevailed among pedi: 
tricians and surgeons when Rammstedt first per 
formed the simple extramucous division of the 
pylorus in 1911. This method was devised on tli 
basis of the chance observation, in a case in which 
the transverse suture could not be completed, tha’ 
the longitudinal incision gaped sufficiently without i! 

Medical treatment today still gropes with it- 
entire resources with and without apparent succes- 
It is compelled to find the correct method for each 
case by experimentation as the differentiation lx 
tween mild and severe cases is uncertain (Ibrahim 
It has the disadvantage of requiring considerable 
time (conservative treatment, seventy-nine days; 
operative treatment, forty days) and is endangere«! 
by intercurrent diseases. Replies to a questionnair 
sent to 60 children’s clinics revealed that of 20: 
fatalities, 117 were due to an infection (grippe, 
pneumonia, otitis, nephropyelitis, pyamia, and 
meningitis). 

With the exception of several modifications not 
to be recommended, the operative treatment of 
pyloric stenosis today consists of the Weber 
Rammstedt operation. Operation first came into 
favor after the war following the good results ob 
tained by Kirschner, Heile, and the author an 
after Eckstein’s well-known report that at the 
Schlossman Clinic operation was considered the 
treatment of choice. 

The indications for operation will always depend 
more or less upon the experience of the individua! 
pediatrician. The patient’s social circumstances 
should be taken into consideration in every case is 
the danger associated with surgical treatment is no 
greater than that of the medical. Contra-indications 
are presented if the child is moribund. In sever 
infections the decision to operate should be mack 
with caution. If the hypertrophic pyloric stenosis 
first develops in the third month operation may b 
delayed as the symptoms usually disappear in the 
fourth month. 

Rammstedt operates through a high midline 
incision because the low incision favors eventratio! 
and postoperative hernia. He divides only the upper 
layers sharply. The deeper ones he divides down to 
the mucosa with a blunt-pointed lancet in order to 
avoid injury to the duodenum. Good vision with 
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perhaps the aid of magnifying spectacles (Kirschner) 
is necessary to assure division of all of the muscle 
fibers. The danger of haemorrhage is the only 
vulnerable feature of the operation. The author 
believes this danger to be less with blunt than with 
sharp dissection. If the bleeding does not stop after 
two minutes of sponge pressure, fine suture-ligatures 
should be introduced or a bit of omentum applied. 
As a rule Rammstedt prefers ether anesthesia, but 
in the presence of lung infections he uses chloroform 
anesthesia. While local anesthesia is widely em- 
ployed by others, Rammstedt apparently disap- 
proves of it as usually it is inadequate and it favors 
shock. Good pre-operative treatment consists of in- 
fusions of a solution of glucose or sodium chloride, 
gastric lavage with sodium chloride solution or tea, 
and the prevention of chilling. An adequate number 
of experienced assistants and a special instrumen- 
tarium are required. The postoperative care by the 
pediatrician is often the more difficult task and 
should be carried out according to Eckstein’s 
principles. 

Of 143 postoperative deaths, 58 were due to 
injuries present before the operation, 35 to grippe 
and pneumonia, and 50 to the operation (peritoneal 
infection, wound suppuration, prolapse of the viscera, 
postoperative hemorrhage, injury from the anes- 
thetic, intestinal obstruction from volvulus, adhe- 
sions, or inadequate myotomy). It is by no means 
true that persistence of the explosive vomiting is 
always due to inadequate surgery; it may be of 
central origin (Eckstein, Adalin) or the result of too 
rapid reunion of the margins of the incision or the 
portio-like invagination of the pyloric muscle into 
the duodenum which was demonstrated histolog- 
ically by Noetzel and cannot be reached with the 
knife without opening the duodenum. It may be 
due also to dilatation of the stomach with kinking 
of the duodenum over the hepatoduodenal ligament. 

Comparison of the statistics for 1929 and 1933 
which Rammstedt collected by questionnaires 
shows that the number of operations increased from 
27 to only 31 per cent and the total number of deaths 
decreased from 18 to 10.7 per cent. The medical 
mortality fell from 16 to 9 per cent and the surgical 
mortality from 22.5 per cent to 14.4 per cent. The 
total number of treated cases of hypertrophic 
pyloric stenosis increased from 1,824 in the period 
from 1919 to 1928 to 2,432 in the period from 1929 to 
1933. This indicates that better diagnosis and 
earlier adequate therapy were the chief causes of 
the improvement. 

In order to compare the surgical and the medical 
treatment, the Duesseldorf Clinic carried out the 
well-known experiments in which, prior to 1928, 92 
cases were treated by purely conservative measures 
with a mortality of 18.8 per cent and since that time 
110 Cases were treated by exclusively surgical treat- 
ment with a mortality of only 3.6 per cent. These 
results speak unconditionally for operative treat- 
ment even when they are compared with the good 
results obtained by Ibrahim (8r cases treated in the 
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period from 1929 to 1933 with a mortality of 6 per 
cent), especially as the shorter period required for 
treatment and the lower incidence of intercurrent 
diseases constitute further advantages of surgery. 
(Stevers). Leo M. ZIMMERMAN, M.D. 


Bonney, V.: The Functional Derangement of the 
Intestine That Follows Abdominal Operations. 
Lancet, 1934, 227: 1323. 


Operations that open the peritoneal cavity or, 
without opening it, involve the tissues in juxtaposi- 
tion to it cause a derangement of the intestines char- 
acterized by general or regional cessation of intes- 
tinal movement and a disturbance of the mesenteric 
circulation. As a result, the gas-balancing mechan- 
ism is upset and gaseous distention ensues. If the 
motor and vasomotor phenomena are marked and 
prolonged and high-grade distention occurs, the 
venous return from the intestinal vessels suffers 
additional retardation due to the stretching of the 
mesentery and the increase in the intraperitoneal 
pressure, the wall of the distended intestine becomes 
paralyzed, and kinking occurs at many points, pro 
ducing a series of mechanical obstructions. The 
obstruction to the flow of blood through the mesen 
teric veins is followed by exudation into the lumen 
of the intestine which is most marked in the section 
where the venous congestion is greatest and the 
fluid exuded undergoes a change whereby it becomes 
toxic. 

These events are not specifically related to 
operative injury or exposure of the intestine, as they 
may occur after operations which do not open the 
peritoneal cavity. This fact and the fact that the 
operative area is very commonly at a distance from 
the area in which the phenomena occur can be 
explained only by the hypothesis that the motor 
and vasomotor disturbances in the intestine, which 
are fundamental to the derangement, are caused by 
an agent generated somewhere in the tissues trauma- 
tized by the operation. The evidence available sug- 
gests that the production of this agent has some 
relation to partial interference with the circulation. 

SAMUEL Kann, M.D. 


Gardner, C. E., Jr., and Hart, D.: Anomalies of In- 
testinal Rotation as a Cause of Intestinal Ob- 
struction: Report of Two Personal Observa- 
tions; Review of 103 Reported Cases. Arch. 
Surg., 1934, 29: 942. 

Gardner and Hart state that in the practice of 
abdominal surgery a clear conception of the various 
possibilities of derangement of internal rotation and 
fixation is essential. Following a description of the 
stages of normal intestinal rotation and the possible 
abnormalities in each, they report 2 cases of volvulus 
of the entire mesentery presenting symptoms of 
chronic duodenal obstruction and review 105 cases of 
intestinal obstruction incident to abnormalities of 
intestinal rotation which they collected from the 
literature. Of the latter, 48 were cases of volvulus 
of the entire mesentery; 10, cases of obstruction of 
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the transverse colon secondary to reversed rotation; 
and 7, cases of obstruction of the duodenum by 
abnormal intestinal fixation. Volvulus of the entire 
mesentery may cause symptoms of acute intestinal 
obstruction. In the majority of cases the picture is 
that of acute, chronic, or intermittent obstruction of 
the duodenum below the ampulla without the usual 
evidences of volvulus. The operative treatment for 
each type of obstruction is discussed. 
Joun W. Nuzum, M.D. 


Elman, R.: The Danger of Sudden Deflation of the 
Acutely Distended Bowel in Late Low Intesti- 
nal Obstruction. Am. J. Surg., 1934, 26: 438. 


Elman reports in detail four cases in which death 
occurred suddenly several hours after the relief of 
low intestinal obstruction. He states that in the 
opinion of many surgeons the lethal factor in such 
cases is rapid absorption by the healthy bowel of the 
toxic contents from the obstructed intestine. His 
own observations suggest that overwhelming toxe- 
mia and death following the sudden relief of intes- 
tinal obstruction are due to the lowering of the intra- 
intestinal pressure which, when high enough to inter- 
fere with the blood flow through the gut, is an 
efficient barrier between the facal contents and the 
circulation. He therefore recommends slow deflation 
of the distended bowel to allow re-adjustment of the 
circulation and prevent the effects of the rapid 
absorption following sudden deflation. In all of his 
cases in which the bowel was deflated slowly the 
patient recovered. SAMUEL J. FocEtson, M.D. 


Heacock, C. H.: Calcification in Intestinal Tuber- 
culosis. Am. J. Roentgenol., 1934, 32: 782. 


Following a brief discussion of the réle of calcium 
in tuberculosis, the author states that although calci- 
fication does not necessarily mean tuberculous infec- 
tion, it is common in old tuberculous foci whereas in 
infections of other types it is rare. Common sites 
of calcareous deposits in tuberculous foci are de- 
scribed. Apparently, calcification occurs also in 
primary lesions of intestinal tuberculosis as well as 
in the abdominal lymph glands which are affected 
secondarily. Although Heacock has been unable to 
find reports of its presence in this location, he has 
found scattered miliary areas of calcification appar- 
ently in the walls of the caecum in four cases in 
which the clinical and roentgenological findings 
warranted the diagnosis of intestinal tuberculosis. 
He reports these cases in detail with numerous 
roentgenograms. 

Heacock ascribes the infrequency of such deposits 
to the fact that most cases of intestinal tuberculosis 
are of the ulcerative type without caseation. He 
states that at times the infection penetrates the 
wall of the intestine and tubercles are formed on 
the peritoneal surface. The shadows in the roent- 
genogram are more suggestive of calcification at this 
site and give the appearance of miliary and con- 
glomerate tubercles which, in some instances, have 
become confluent. Heacock reports a case to show 


the site of such deposits. As none of the cases report- 
ed came to operation or autopsy, pathological study 
was impossible. ApotpH Hartunc, M.D. 


Rankin, F. W., and Martin, W. J., Jr.: Diverticula 
of the Small Bowel. Ann. Surg., 1934, 100: 1123. 


Diverticulosis of the small bowel is much less fre- 
quent and causes much less trouble than diverticu 
losis of the colon. Diverticulosis of the small bowel 
other than that occurring in the duodenum and the 
diverticulum described by Meckel is found onl) 
about once in 25,000 X-ray examinations. No 
typical chain of symptoms can be ascribed to it. 
In cases of unexplained abdominal complaints di 
verticulosis must be ruled out. If a large section of 
the bowel is involved, surgery must be considere:| 
guardedly. Although surgical intervention seems 
warranted occasionally, careful medical manage 
ment appears to be the best procedure as a rule. 

J. THORNWELL WITHERSPOON, M.D. 


Joyce, T. M.: Tumors of the Small Intestine. 
Ann, Surg., 1934, 100: 949. 


While tumors of the small bowel have always 
been considered rare, numerous reports of such 
tumors have been published recently and some of 
them have cited rather large series of cases. The 
clinical syndrome caused by the neoplasms is vague, 
and in relatively few instances is the diagnosis made 
before operation or autopsy. In a review of eighty 
eight cases of tumor of the small intestine repre 
senting many types, Raiford found the incidence of 
malignancy to be 43 per cent. Carcinoma of the 
duodenum has been much discussed of late. It is 
recognized that the majority of carcinomata of the 
small intestine occur in the duodenum. On the basis 
of their point of origin, duodenal carcinomata are 
divided in the pre-ampullary, the ampullary, and 


the prejejunal types. The greatest number occur in- 


or about the ampulla of Vater. The next most com- 
mon site of carcinoma in the small intestine is the 
jejunum. 

The symptoms of tumors of the small intestine 
are due chiefly to obstruction which frequently is 
partial or intermittent. When intussusception 
occurs, the symptoms of total obstruction rapidly 
develop. Intussusception occurs in about 30 per 
cent of cases of tumor of the small intestine. Hamor- 
rhage, either gross or microscopic, is another im- 
portant sign. The chief aid in the diagnosis of such 
tumors is X-ray examination. 

Joyce reports nine cases of tumor of the small 
bowel. In the first case a rapidly growing leiomyoma 
was found in a Meckel diverticulum. In the second, 
intussusception was caused by a tumor the size of 
the thumb in the lumen of the distal ileum. In the 
third, the tumor was a benign papillary adenoma of 
the jejunum. In the fourth, a large intramural and 
polypoid leiomyoma of the jejunum was success 
fully resected. In the fifth, an inoperable adeno- 
carcinoma was found at the junction of the jejunum 
with the ileum. In the sixth, a highly malignant 
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carcinoma was resected and the patient was still 
well at the end of thirty months. In the seventh, 
there was an annular adenocarcinoma of the third 
part of the duodenum with abdominal metastases. 
In the eighth, an annular carcinoma developed in 
the wall of the jejunum about 10 cm. beyond the 
ligament of Treitz and a large metastatic retro- 
peritoneal tumor was found behind the third portion 
of the duodenum. In the ninth, operation was re- 
fused and autopsy two months later revealed a 
primary carcinoma of the ileocecal junction and 
bronchopneumonia. 

Attention is called to the wide variation in the 
histories and the frequency with which the diag- 
nosis is missed. The author states that the possi- 
bility of a tumor of the small intestine should be 
considered in cases of unexplained gastro-intestinal 
bleeding and intermittent obstruction. 

Joun W. Nuzvum, M.D. 


Steinberg, M. E., and Starr, P. H.: The Factor of 
Spasm in the Etiology of Peptic Ulcers. Arch. 
Surg., 1934, 29: 895. 

The authors cite the fact that Exalto, in 1911, 
was the first investigator to develop a technique 
which regularly produces chronic ulcers of the 
jejunum following diversion of the duodenal con- 
tents. Winkelbauer modified the Exalto operation 
by stripping for a distance of from 15 to 25 cm. the 
longitudinal and circular muscles of the jejunum 
which was anastomosed to the stomach. He report- 
ed that two dogs subjected to this procedure sur- 
vived for thirty-four and seventy days respectively 
without developing the usual ulceration. The 
authors repeated Winkelbauer’s experiments on a 
larger series of animals. 

Of seven dogs subjected by the authors to the 
Exalto operation in which the jejunum is anasto- 
mosed end-to-end to the pyloric valve, all developed 
acute or chronic ulcers during a survival period of 
from five to sixty-nine days. With the use of these 
animals as controls, another group of dogs were 
subjected to the original duodenal diversion type of 
operation and to stripping of the longitudinal and 
circular muscle of the jejunum for a distance of 
about rocm. However, beginning at the pyloric valve, 
a narrow strip of muscle was left at the mesenteric 
border for preservation of the blood supply. In 
addition, a small circular part of the duodenal 
muscle near the pylorus was left because the jeju- 
num was anastomosed end-to-end to the pyloric 
valve before the stripping was done. 

Ten of the latter group of animals survived for 
from seven to seventy-six days. In none of the ten 
animals in which the jejunal musculature was 
stripped for three-fourths of the circumference of the 
bowel was there any mucosal ulceration. However, 
two of the dogs had small chronic ulcers near the 
pyloric valve where the musculature remained in- 
tact, one had a large ulcer where the muscle layer 
of the jejunum began its normal intact course, and 
one of the dogs with a small ulcer near the pylorus 
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had two small typical chronic ulcers in the mucosa 
where the muscle layer began its intact course. 

Of another series of dogs in which the small 
intestine was anastomosed to a Pavlov pouch and 
the circular and longitudinal muscle layers were 
stripped for a distance of to cm. distal to the anas- 
tomosis, six survived for from eleven to one hundred 
and fifteen days. In none of these animals did an 
ulcer develop where the muscle was stripped. 

The findings of Boldyreff, Burget and Steinberg, 
Elman, and Cannon suggest that acid chyme of a 
certain concentration causes the intestinal muscles 
to contract. The contraction is supposed to hold the 
acid in one place until it is neutralized, thereby 
possibly causing localized trauma to the mucosa 
with resulting inflammation or ulceration. The 
inability of the intestine without muscle to contract 
and thereby cause retention of acid chyme is sug- 
gested as an explanation for the absence of ulcera- 
tion in loops of bowel stripped of musculature. 

In view of the theories of von Bergmann, Cushing, 
and others on the relation of neurogenic factors to 
gastroduodenal ulcers, the authors believe that 
their findings may be of significance in the etiology 
and pathogenesis of gastroduodenal ulceration. 

SAMUEL J. FoGELson, M.D. 


Kantor, J. L.: Anomalies of the Colon: Their 
Roentgen Diagnosis and Clinical Significance: 
A Résumé of Ten Years’ Study. Radiology, 
1934, 23: 651. 

This article is based on 2,000 cases in which the 
large bowel was studied roentgenologically. The 
author divides anomalies of the colon into the follow- 
ing groups: redundancy, non-rotation, hypodescent, 
hyperdescent, hypofixation, and hypertfixation. 

Redundancy of the colon was found in 18 per cent 
of the cases reviewed. The chief symptom of the 
majority of the patients with this condition was 
constipation. 

Non-rotation of the colon was found in only o.2 
per cent of the cases reviewed. It was usually asso- 
ciated with non-rotation of the entire intestinal tract 
and was asymptomatic. 

Hypodescent of the cacum was found in 6 per 
cent of the cases. It was not characterized by a 
syndrome. However, the author believes that it is 
associated with an increased tendency toward the 
development of appendicitis. 

Hyperdescent of the cacum was found in 18 per 
cent of the cases and appeared to be definitely asso- 
ciated with discomfort in the right lower quadrant 
of the abdomen, headache, and vomiting. The 
author describes in detail the roentgen technique by 
which it is possible to determine whether the caecum 
is abnormally high or low. 

Excessive motility (hypofixation) of the colon was 
found in 4 per cent and hyperfixation in 20 per cent 
of the cases reviewed. Kantor states that the former 
is frequently associated with a high position of the 
cecum and is a prerequisite for volvulus and intus- 
susception. Hypofixation of the cacum alone is 
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associated with increased colonic irritability. Exces- 
sive fixation of the colon is associated with a low 
position of the cecum, duodenal bands, and irritabil- 
ity of the large bowel. 

Unless a colonic abnormality results in mechanical 
obstruction, treatment should be conservative and 
symptomatic. T. BANrorp Jones, M.D. 


Dall’Aqua, V., and Valsecchi, R.: The Roentgen 
Appearance of the Mucosa of the Colon in 
Pathological Conditions (L’aspetto radiologico 
della mucosa del colon negli stati patologici). Radiol. 
med., 1934, 21: 1213. 


This article is a sequel to a report on the roentgen 
appearance of the normal mucous membrane of the 
colon. The authors divide lesions of the colon into 
2 main groups, non-specific and specific colitis, and 
discuss each condition in these groups separately. 


NON-SPECIFIC COLITIS 


Acute colitis with mild changes in the mucosa. In 
this condition roentgen examination shows an 
increase in the size and an abnormal disposition of 
the folds. The folds are apparently fewer, infil- 
trated, less elastic, and not easily flattened. The 
enema may or may not be eliminated completely. 
Often there is a granulated, tapioca-like appearance 
of the surface. 

Acute colitis with serious changes in the mucosa. In 
this condition there is a great variation in the path- 
ological anatomy and X-ray findings. The barium 
may be deposited in transverse rings with marginal 
notchings or its arrangement may suggest the 
drawers in a chest of drawers, freshly harrowed soil, 
lace, or button-like formations. Most of these forma- 
tions are well shown in the roentgenograms. The 
authors discuss them on the basis of the pathological 
anatomy and the findings in the surgical specimens. 

Chronic colitis. In this condition there is usually 
evidence of atrophy of the mucosa with a reduction 
in the size and number of the folds. The folds may 
show a longitudinal disposition. At times the colon 
has the appearance of an inert tube and at other 
times shows defects due to nodule-like hypertrophic 
masses with occasionally thick transverse bands. 


SPECIFIC COLITIS 


Tuberculosis. In the ulcerative type of tubercu- 
losis of the colon the mucosa seems severely com- 
promised, but as a rule only in the right colon. The 
plica sometimes remain somewhat conserved, but 
have lost their normal contour. In the fibroplastic 
variety of tuberculosis of the colon the predominant- 
ly submucosal changes result in thickening of the 


wall and reduction of the size of the lumen. The 
internal relief is almost always markedly altered or 
lost. Material passes out of the involved segment 
very rapidly. 

Lues. In this condition there may be a fixed and 
rigid stenosis of an inflammatory type. 

Actinomycosis. In this condition there are no 
characteristic changes. 
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In addition the authors describe brietly and show 
by roentgenograms some of the findings in cases of 
colonic diverticula, diverticulitis, polyposis, malig 
nant tumors, and stenoses. 

In the discussion they emphasize especially the 
importance of interpreting the roentgenograms on 
the basis of the physiology of the bowel. 

The article is followed by a rather extensive bibli- 
ography. A. Louts Rost, M.D. 


David, V. C.: The Pathology and Treatment of 
Bleeding Polypoid Tumors of the Large Bowel. 
Ann, Surg., 1934, 100: 933. 


David classifies polypoid tumors of the large bowel 
as follows: (1) adenomata, which are generally pe- 
dunculated but sometimes flat; (2) papillomata or 
villous tumors; (3) multiple polyposis involving the 
entire colon; (4) inflammatory polyps, found in 
amoebic dysentery and ulcerative colitis; and (;) 
carcinomata grossly resembling flat adenomata or 
papillomata. 

The most vital question to be answered concern 
ing these tumors is whether the benign appearing 
single adenoma or papilloma is a premalignant 
growth. The statement is frequently made that al! 
adenomata and papillomata of the large bowel will 
eventually become malignant. This 1s based in part 
on the overwhelming evidence of the development 
of carcinoma in nearly all cases of multiple polypo 
sis, in which the entire colon and rectum are studded 
with polyps of this type, and in part on the histo- 
logical appearance of very early invasion of the 
basement membrane in papillomatous tumors which 
appear benign. 

This article is based on fifteen papillomata, 
twenty-five pedunculated polyps in adults, and 
more than fifteen polyps in children. According 
to the histological criteria laid down by Feyrter, 
only one polyp was malignant. David states that 
when any gross evidence of ulceration, invasion, 
or induration is noted on the surface or at the base 
of the polyp it must be considered evidence of 
malignancy and the tumor should be treated as a 
malignant neoplasm. The most important histo- 
logical evidence indicating malignancy is destruc 
tive invasion of the epithelium through the base 
ment membrane and muscularis mucose of the 
bowel wall. 

The pedunculated type of adenoma, the pedicle 
of which consists of normal mucosa stretched out 
by the tug of the tumor, occurs at all ages and in 
all portions of the colon. Early malignant degenera 
tion of tumors of this type is rarely observed ai 
though the neoplasms are frequently found in the 
colon which is the site of a well-developed carci 
noma. The papillomata or villous tumors, which 
are soft, sponge-like, aborescent neoplasms, blee:! 
easily and produce a large amount of mucus be 
cause of the large numbers of goblet mucus-secreting 
cells present. They occur usually in adult life. 
Biopsy of superficial portions for the determination 
of malignancy is unreliable. If induration is present 
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at the base, the tumor should be treated as malig- 
nant and the bowel resected. 

It is generally agreed that when multiple polypo- 
sis is present and the colon is studded with polyps 
of all types, preliminary ileostomy followed by 
graded removal of the colon is advisable. Occa- 
sionally, carcinomata grossly resembling large flat 
adenomata or papillomata are found in the colon. 
In such cases a palpable induration is discovered 
at the base of the tumor and in the colon there may 
be a small area which shows puckering of the bowel 
wall. It is at this point that invasion of the bowel 
wall is taking place. Viewed through the procto- 
scope the lesions may appear benign, but as a rule 
their surfaces are ulcerated. It is most important 
to remember that all of the polypoid bleeding tu- 
mors of the rectum and colon must be regarded with 
suspicion as regards malignancy even though we 
know that many of them are benign and remain 
benign for relatively long periods of time. 

Joun W. Nuzum, M.D. 


Bowen, W. H.: A Study of the Etiology of Appen- 
dicitis. Guy's Hosp. Rep., Lond., 1934, 84: 480. 


The author bases his conclusions with regard to 
the etiology of acute appendicitis on clinical obser- 
vations, pathological examination of surgically re- 
moved appendices, and a review of the literature. 
He believes that acute appendicitis starts as an in- 
fective catarrh; that an infective catarrh is the first 
stage of every case from those of early congestion of 
the mucous membrane to those of extreme degrees of 
gangrene. The condition is not due to enterogenous 
or hematogenous sources. The onset of acute ap- 
pendicitis in the absence of a stercolith or obstruc- 
tion is difficult to explain. The acute changes are 
probably the infective superadded changes grafted 
onto and obscuring the original catarrh. The grav- 
est manifestations of the disease result from the 
mechanically irritating action of a stercolith. 

Eart O. Latimer, M.D. 


McKissock, W.: Hzmaturia in Appendicitis. 
Lancet, 1934, 227: 1389. 

This article is based on fifty cases of appendicitis 
associated with hematuria. Seelig, in reporting 
three cases, attributed hematuria associated with 
appendicitis to the following factors: (1) toxic 
nephritis with circulation in the blood stream of 
toxins produced by the acute appendicitis, (2) direct 
involvement of the kidney or renal pelvis by an 
inflamed appendix lying in a retrocecal position, 
(3) direct involvement of the ureter, and (4) direct 
involvement of the bladder by an inflamed appendix 
or a retrocecal abscess. 

McKissock believes that appendicitis may be a 
symptom of a general disease of which acute 
nephritis also is a symptom or complication. One of 
his patients presented both acute appendicitis and 
nephritis as complications of a streptococcal infec- 
tion of the throat. He states that the development 
of toxic nephritis as the direct result of acute appen- 
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dicitis still remains to be proved. Confusion is most 
likely to arise in cases in which hematuria occurs in 
association with signs and symptoms otherwise sug- 
gestive of acute appendicitis. When red blood cells 
are found in the urine, a diagnosis of pyelitis or 
urinary colic might well be made and the presence of 
acute appendicitis overlooked. McKissock reports a 
case in which the blood came from the ureter. He 
believes the bleeding might have been due to con- 
gestion of the veins of the ureter caused by the 
external pressure of an inflammatory exudate or to 
a ureteritis. Joun W. Nuzum, M.D. 


Gile, J. F., and Bowler, J. P.: The Management of 
Perforated Appendicitis. J. Am. M. Ass., 1934, 
103: 1750. 

This article is based on gor cases of perforated 
appendicitis. The authors discuss the management 
of 3 types of the condition: (1) gangrenous appen- 
dicitis with local peritonitis, associated usually with 
early perforation; (2) appendiceal abscess; and (3) 
perforation with general peritonitis. 

In all of the cases reviewed the treatment was 
based on a program of immediate operation following 
a positive or reasonably well founded diagnosis of 
appendicitis. The authors are convinced that im- 
mediate operation in early peritonitis may prevent 
the development of diffuse peritonitis which has a 
considerably higher mortality; that appendiceal 
abscess is a lesion which is originally, and remains 
throughout its duration, restricted to a localized 
process by the morphology of the right lower abdo 
men and does not call for urgent measures; and that 
late general peritonitis has an enormous mortality. 
They state that, except in the cases in which the 
surgical risk is obviously entirely hopeless when the 
patient is first seen, there will always remain, in this 
group, cases in which it will be difficult to arrive at 
a decision regarding delay and pre-operative treat- 
ment. J. THoRNWELL WitHErspoon, M.D. 


Carlucci, G. A.: Abdominal Wall Defects Following 
Appendicectomy. Ann. Surg., 1934, 100: 1177. 


The author reviews 700 cases of appendicitis in 
which operation was performed through an incision 
in the right lower quadrant of the abdomen. All of 
the cases were followed for at least six months. In 
83 (12 per cent) there was some postoperative ab- 


dominal defect. The defects ranged from simple 
weakness to hernia involving the entire length of the 
incision. 

Defects were approximately twice as frequent 
following a split rectus incision as following the 
McBurney incision, and about twice as frequent in 
males as in females. They had apparently no rela- 
tion to postoperative respiratory complications. 

In cases of appendiceal abscess in which the 
abdominal wall was not sutured or was approximated 
only loosely, the incidence of incisional hernia was 
high. However, fecal fistula per se did not seem to 
produce defects. Pregnancy and parturition, even 
in cases in which drainage was established, appar- 





33° 


ently did not cause the incision to give way. Defects 
were most common in cases in which drainage was 
established. A fairly large number occurred also in 
cases in which the wound became infected. 

It was found that weaknesses and even herniz 
disappear in time, and that hernie may develop 
suddenly a year or more after the operation. 

Earv O. Latimer, M.D. 


Piccinino, G.: Stierlin’s Jump and Hyperplastic 
Intestinal Tuberculosis (Salto di Stierlin e tuber- 
colosi intestinale iperplastica). Radiol. med., 1934, 
21: 1253. 

The author cites his previous publications on 
tuberculosis with special reference to the differential 
diagnosis of lesions of the right colon. He states 
that it must not be assumed that all lesions of the 
right colon in tuberculous patients are due to 
tuberculosis. 

He reviews the essential features of hyperplastic 
tuberculosis of the intestines and discusses relation- 
ship of the condition to primary foci, its patho- 
logical anatomy, and the usual clinical history. 
X-ray examination after the administration of 
barium by mouth usually shows altered filling of the 
diseased portion. The barium may jump over the 
diseased segment completely or fill it only partially 
and irregularly. When the opaque medium is given 
by enema, complete filling of the diseased portion is 
often impossible, the segment tends to empty its 
contents rapidly, and canalization and obstruction, 
often with valvular insufficiency, are common. 

Piccinino reports five cases of hyperplastic tuber- 
culosis of the intestines. The process began in the 
distal loops of the small intestine which was extreme- 
ly deformed and showed rigidity and stenosis. In 
all, the caecum and ascending colon were involved 
and suggested an external strangulation force caus- 
ing gradual reduction of the lumen. The contours 
were irregular, filling was poor, and changes in the 
folds were easily distinguished. Niche-like forma- 
tions in the shadows, rigidity of the walls of the 
altered zones, and absence of muscular contractions 
were common. 

In discussing the differential diagnosis, Piccinino 
calls attention especially to neoplasms of the caecum 
and the slight deformities which are seen occasionally 
in chronic appendicitis. A. Louts Rost, M.D. 


Thaysen, T. E. H.: Simple Hemorrhagic Proctitis 
and Proctosigmoiditis. Acta med. Scand., 1934, 
84: 1. 


The author discusses simple hemorrhagic proc- 
titis and proctosigmoiditis on the basis of twenty 
cases. He states that the condition may occur at any 


age, but is most frequent in the young. Its onset 
is usually insidious and afebrile. In only one of the 
twenty cases reviewed was it acute, febrile, and 
associated with diarrhoea. 

The condition runs a very protracted course and 
has a pronounced tendency to recur periodically. 
Except in cases with an acute febrile onset, in which 
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the patient may be intoxicated, it does not affect the 
general condition to any marked degree. 

The chief sign is bleeding on defecation or inde 
pendent of defecation. 

Routine physical examination discloses little ab- 
normality. The temperature is usually normal, but 
in a few cases (two of the twenty reviewed) it is 
somewhat elevated in the early stage. The condition 
does not cause any considerable degree of anemia. 

The rectoscopic picture is characteristic, but ul- 
cers and erosions are not observed even in cases in 
which the condition has been present for many year; 

Microscopic examination discloses intense inflam- 
mation of the mucosa with marked dilatation of the 
blood vessels and free hemorrhages into the inter- 
glandular tissue, especially beneath the surface ep 
thelium. The inflammation does not involve the 
deeper parts of the rectal wall nor lead to scar 
formation or stricture. 

The disease is probably of specific infectious origin 
Its course is benign. , 

Treatment with rectal infusions of a 1 per cent 
solution of yatren has yielded good results, but must 
be continued for a long time because of the marked 
tendency of the disease to recur. 


Milligan, E. T. C., and Morgan, C. N.: The Surgical 
Anatomy of the Anal Canal. Lancet, 1934, 227 
1150, 1213. 

Although, today, incontinence of faces after sury 
ical treatment of anal fistula is rare, failure of the 
fistula to heal after operation is by no means un 
common. There are various reasons why such fistulic 
remain unhealed. In some cases the surgeon has not 
succeeded in discovering the main track of the fistula 
into the anal canal; in others, he has erred in esti 
mating the amount of the sphincter ani that can be 
cut with safety; and in a third group he has erred in 
estimating the amount of muscle that must be pre 
served for function and continence. The authors 
therefore present a detailed anatomical description 
of the muscles of the anal canal. 

The external sphincter of the anus is a trilaminar 
muscle which, together with the puborectalis portion 
of the levator ani, forms a strong muscular cylinder 
encircling the longitudinal muscle of the rectum, the 
internal sphincter ani and, below this level, the anal 
canal. The external sphincter muscle consists of 
three portions, the inner two of which may be in 
separable. These portions are the sphincter ani 
externus subcutaneus, the sphincter ani externus 
superficialis, and the sphincter ani externus pro- 
fundus. The first and third portions are annular 
muscles not attached to the coccyx. The second 
portion is elliptical and attached to the coccyx. 
Between the three portions lie fibromuscular sept, 
prolongations of the longitudinal muscle of the rec- 
tum. The three divisions of the septa surrouid 
respectively the anal canal alone, the longitudin:| 
muscle, and the internal sphincter ani. 

The sphincter ani externus subcutaneus is an 
annular band of muscle directly encircling the lowest 
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portion of the anal canal. It is easily seen and felt 
beneath the skin and lies in the same plane as the 
internal sphincter from the lower border of which it 
js separated by an annular band of fascia, the anal 
intermuscular septum. 

The anal intermuscular septum, which is the 
termination of the longitudinal muscle of the anal 
canal, is attached to the skin of the anus in the region 
of the mucocutaneous junction and is of importance 
in disease and surgery of the anal canal. The con- 
stant position of the main tracts and openings of 
fistula into the anal canal shows a relation to the 
septa of the longitudinal muscle. Suppuration 
spreads along these tissue planes. The attachment 
of the termination of the longitudinal muscle ex- 
plains the presence of the sulcus in interno-external 
prolapsed and thrombosed piles. 

The sphincter ani externus superficialis is an 
elliptical muscle lying between the subcutaneous 
sphincter below and the sphincter externus pro- 
fundus. It is the only layer of the sphincter ani 
externus attached to the coccyx. It inserts into the 
perineal body. 

The sphincter ani externus profundus consists of 
an annular band of muscle passing behind the 
rectum. Its fibers cross above the rectum to the 
opposite side, where they are attached to the ascend- 
ing ramus of the ischium, representing the trans- 
versus perinei muscle. 

The levator ani muscle may be divided into three 
portions, the puborectalis, which is of most impor- 
tance in rectal function, and the iliococcygeus and 
the pubococcygeus, which have no physiological in- 
fluence upon the rectum. 


The puborectalis portion of the levator ani arises 
from the symphysis under cover of the pubococ- 


cygeus. Its fibers pass backward and downward 
around the lower and lateral aspect of the rectum, 
meeting the fibers of the opposite side behind the 
anal canal and forming a powerful sling to draw 
the anorectal junction toward the symphysis pubis. 
Its lower border is intimately attached to the ex- 
ternal sphincter ani profundus. Between these 
sling fibers and the anal canal are the downward 
prolongations of the longitudinal muscle of the 
rectum and the sphincter ani internus. 

The sphincter ani internus is a tubular muscle 
encircling almost the whole length of the anal canal. 
It is a direct continuation of the circular muscle 
wall of the rectum. This muscle is not the sole guar- 
dian of continence. Continence depends upon the 
composite anal ring. The inner surface of this ring is 
covered with mucous membrane which is separated 
from the muscle by the submucosa in which run the 
hemorrhoidal vessels. 

Identification of these muscles can be made with 
the palpating finger. To treat anal fistulae success- 
fully the surgeon must be skilled in palpating the 
anorectal ring. Theanorectal ring is a fibromuscular 
band composed of the upper portion of: (1) the 
internal sphincter, (2) the longitudinal muscle, (3) 
the puborectalis, and (4) the external sphincter ani 
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profundus muscles. If this ring is cut, loss of con- 
tinence will result, whereas when even the narrowest 
complete ring of muscle remains control is preserved. 
All of the anal muscles below this ring may be di- 
vided in any manner without causing loss of control. 

An anal fistula is the contracted cavity of an 
abscess which has failed to heal completely by third 
intention. There are usually an external opening, a 
main tract, and an internal opening. Many varia- 
tions in the form of multiple subcutaneous secondary 
tracts and openings occur. The external opening is 
usually visible. The main tract may be followed with 
a fine diagnostic probe. The internal opening of a 
fistula is more easily discovered by light palpation 
of the anal mucosa than by inspection with the 
proctoscope. For safe surgical treatment the re- 
lationship of the internal opening and main tract to 
the anorectal ring must be determined by palpation 
upon a probe passed along the tract. It should be 
noted whether they lie above or below the ring. 

For the cure of an anal fistula it is necessary to 
convert the fistulous tract into an open flat wound 
by incising along the whole tract and removing the 
overhanging edge. 

In the past, the main problem, the relationship 
of the fistulous tracts to the anal musculature, has 
been obscured by a complicated classification based 
on the shape and direction of the subcutaneous 
tracts. The following classification is submitted as 
being simple and practical: 

1. Subcutaneous and submucous fistula. These 
fistule are superficial to all the sphincter muscles. 
In the treatment of the subcutaneous fistula the 
whole tract is incised and the overhanging skin 
edges are excised. In the treatment of the sub- 
mucous fistula the mucosal roof is destroyed by 
strangulating ligatures because the often tortuous 
tracts lie in close relation to the hemorrhoidal plexus 
in the submucosa which may give rise to troublesome 
hemorrhage if incision is done. 

2. Fistule with their main tracts entering the 
anal canal below the level of the anorectal ring. 

a. Low level anal fistula usually enter the anal 
canal along the anal intermuscular septum between 
the subcutaneous external sphincter and the lower 
border of the internal sphincter ani. There may be a 
submucous extension of the main tract. The whole 
tract is laid open by incision or combined with 
strangulating ligatures and the subcutaneous ex- 
ternal sphincter is divided. 

b. High level anal fistula present a less common 
and more difficult problem. The main tract usually 
enters the anal canal in the posterior segment just 
below the anorectal ring. The position and relation- 
ship of the tract to the anorectal ring must be ac- 
curately established. If the relationship of the tract 
to the anorectal ring cannot be determined defi- 
nitely the two-stage operation may be performed. 
However, it has no other advantage over the one- 
stage operation. If an intact part of the anorectal 
ring lies above the probe inserted into the tract, 
section of the whole muscle bundle lying below the 
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probe may be done. This will probably sever a part 
of the deep, all of the superficial, and all of the sub- 
cutaneous external sphincter as well as the corres- 
ponding related parts of the internal sphincter and 
longitudinal muscles. Thus a satisfactory flat granu- 
lating wound is surgically obtainable and inconti- 
nence is prevented. 

Unless the relation of the anorectal ring has been 
established previously, light general anesthesia is 
to be preferred to spinal anesthesia because in the 
latter the muscular relaxation is so great that the 
anorectal ring is not palpable. 

Anal fistulze with the main tract or sinus extending 
above the anorectal ring are of three types. Those of 
first type, which are most difficult to heal, are char- 
acterized by an opening into the rectum above the 
anorectal ring. In those of the second type, a sinus 
extends above the anorectal ring but does not pene- 
trate the rectum. In those of the third type there 
is a sinus like that in fistula of the second type and, 
in addition, there is an offshoot opening to the rec- 
tum below the anorectal ring. 

Anatomical considerations prevent the conversion 
of such deep tracts in the ischiorectal fossa into a flat 
wound which would assure healing and continence. 
The surgeon must be satisfied with guttering the 
tract posteriorly toward the coccyx. To retard the 
re-formation of sinuses by rapid skin healing all of 
the unimportant skin floor of the ischiorectal fossa 
should be liberally removed so that a wide funnel- 
shaped wound extending from the floor to the roof 
of the fossa remains. 

The internal opening into the rectum in fistula of 
the first type should be disregarded. As the depth of 
the wound fills with granulation tissue it usually 
closes. Later, when the wound level is well below 
the anorectal ring, the sphincter muscles below the 
anorectal ring can be cut safely. Thus, the inner wall 
of the wound will also be guttered and healing by 
second intention will be hastened. Routine patho- 
logical examination is urged for this type of sinus 
or fistula as it sometimes reveals tuberculosis as the 
cause. J. Epwin Kirkpatrick, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Ivy, A. C., and Bergh, G. S.: Applied Physiology of 
the Extrahepatic Biliary Tract. J. Am. M. Ass., 
1934, 103: 1500. 

The gall bladder has three types of activity: 
absorption, secretion, and motor activity. 

In the process of absorption the gall bladder con- 
centrates the hepatic bile that enters it from four to 
ten times. In this process, the bile, which is alkaline 
as it leaves the liver, is slightly acidified. 

Because of its concentrating function, the gall 
bladder, though small, has a large capacity. It is 
able to store the entire twenty-four-hour output of 
hepatic bile. 

The gall bladder with acute inflammation of its 
mucosa does not concentrate or evacuate the bile. 
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After subsidence of the acute inflammation, concen- 
tration and evacuation may be resumed, but if 
fibrosis results, concentration does not occur. 

Cholesterosis does not interfere with the concen 
trating activity or evacuation of the gall bladder 
unless it is associated with a moderate or severe 
cholecystitis. 

When the gall bladder is normal it secretes a mu- 
coid fluid at the rate of about 20 c.cm. in a period of 
twenty-four hours. When it is acutely inflamed a 
considerable quantity of limpid and sometimes 
blood-tinged fluid is formed by the mucosa. 

When the common duct is obstructed for from 
twelve to fourteen days green fluid is found in the 
ducts if the gall bladder is normal and white fluid if 
the gall bladder is functionless. White bile, which is 
of the greatest concern to surgeons, is found under 
the following conditions: (1) common-duct obstruc- 
tion with a functionless gall bladder, (2) secretion of 
the liver against pressure in the absence of total ob- 
struction, (3) toxic hepatitis, and (4) high grade 
ascending infections. It is associated with a toxic or 
generalized hepatitis. In this condition dextrose 
— be used as it favors the activity of the liver 
cells. 

The motor activity of the gall bladder is of two 
types: (1) rhythmic tonus changes and (2) tonic con- 
traction of the musculature of the gall bladder as a 
whole. 

It is obviously significant that the power of the 
normal gall bladder to contract is no greater than the 
secretory pressure of bile. 

The chief stimulant of gall-bladder contraction 
thus far discovered is the hormone cholecystokinin. 
This hormone may be extracted from the duodenal 
mucosa. 

The most effective excitants of hormone produc- 
tion are acids and fats acting in the upper part of the 
intestine. All fats are effe@give, but egg yolk and 
cream appear to exert the most definite action. 
Next most effective are proteins, particularly those 
of meat. Carbohydrates have no effect. 

Whether the gall bladder will evacuate or not 
when it is stimulated depends on the tone of the 
sphincter of Oddi. The sphincter of Oddi can resist 
a bile pressure of 75 cm., whereas the maximum 
expulsive pressure of the normal gall bladder is 30 
cm. Hence it is possible for a spastic sphincter or 
duodenum to prevent gall-bladder evacuation. 

The fact that the sphincter of Oddi becomes in- 
competent soon after removal of the gall bladder 
supports the Doyon-Meltzer concept and shows that 
the gall bladder has a functional relation to the 
sphincter. Section of the sphincter prevents dilata- 
tion. Other facts pertaining to the physiology and 
functional pathology of the sphincter of Oddi may 
be summarized as follows: 

1. Any procedure that increases the muscular 
tone of the duodenum inhibits the flow of bile into 
the duodenum. 

2. Any procedure that decreases the tone o/ the 
duodenum favors the flow of bile. 
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3. Chemical irritation of the duodenum delays 
evacuation of the gall bladder. 

4. Atropin favors the flow of bile into the duo- 
denum and pilocarpin stops the flow of bile. 

3. Morphine tends to inhibit the flow of bile into 
the duodenum because of its effect in increasing the 
tone of the circular muscle of the duodenum. 

6. Magnesium sulphate, magnesium oxide, and 
sodium sulphate favor the flow of bile. 

7. In cases of cholecystitis or duodenal ulcer the 
sphincter may be hypertrophied. 

8. It is reported that some time after cholecys- 
tectomy the sphincter may become competent or 
may undergo hypertrophy. 

9. In animals without a gall bladder the sphincter 
resistance is less than in animals with a gall bladder. 

Westphal has described two major types of motor 
dysfunction of the biliary passages: 

1. Hyperkinetic: (1) hypermobile, characterized 
by increased motility of the gall bladder and ampulla 
with rapid emptying; and (b) hypertonic, charac- 
terized by contraction of the gall bladder against 
spasm of the sphincter with spastic distention and 
colicky pain. 

2. Atonic, characterized by relaxation or atony 
of the gall bladder with spasm of the sphincter of 
the papilla causing atonic distention of the gall blad- 
der with a mild, continuous, heavy aching sensation. 

Prevention of gall-bladder disease may be aided 
by daily evacuation of the viscus by the proper in- 
take of fat. 

In acute biliary tract disease not demanding im- 
mediate operation sedation had proved effective. 
Foods such as fats, meats, and acid fruit juices 
which stimulate gall-bladder activity should be 
withheld. The advisability of administering bile 
salts in cases of such disease to promote the forma- 
tion of bile is to be seriously questioned. 

The evidence strongly suggests that the gall 
bladder is not benefited by drainage. If the mucosa 
is not permanently damaged, the scarring incident 
to drainage may interfere with normal emptying. 

It is now generally recognized that cholecystec- 
tomy is indicated definitely in cases of multiple 
small stones and cases of high-grade chronic chole- 
cystitis with non-visualization of the gall bladder. 
Unless it can be shown that cholecystectomy has 
a harmful effect, the operation will always be per- 
formed in borderline cases in which the gall blad- 
der is suspected to be at fault. 

Howarp A. McKnicut, M.D. 


Stewart, W. H., and Illick, H. E.: Sources of Error 
in Oral Cholecystography, with Suggested 
Methods of Correction. Radiology, 1934, 23: 663. 


A common cause of error in oral cholecystography 
is the failure of the patient to hold his breath while 
the film is being exposed. During the suspension of 
respiration holding the nose is often of assistance. 

Antonucci demonstrated that oral cholecystog- 
raphy can be accelerated by increasing the glucose 
reserve of the body. Sandstrom found that the 
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shadows are intensified when the dye is given in 
fractional doses. On the basis of these findings and 
their own experience the authors have developed 
what they call an ‘“‘intensified method of chole- 
cystography.”’ This procedure is as follows: 

The afternoon preceding the test the patient is 
given tea with as much sugar as possible and one 
sweet cake. Immediately after the evening meal he 
is given 3.5 gm. of tetra-iodophenolphthalein. No 
extra fats are included in the evening meal. The 
following morning no food is allowed. The study 
of the gall bladder is begun sixteen hours after the 
administration of the dye. Foods that do not empty 
the gall bladder are then permitted. Extra sugar is 
an important item. During the afternoon and 
evening, additional dye is given in small doses with 
sugar. The following day, before breakfast, forty 
hours after the first dose of dye, an examination of 
the gall bladder is made for maximum intensity of 
the shadow. Next, a fatty meal is given, and an 
hour later an examination is made to determine the 
contractility of the organ. Sometimes the patient 
must be kept under observation for a number of 
hours as the gall bladder empties. 

The authors claim that stones and tumors are 
more easily recognized and faint shadows of 
cholesterol stones are visualized more readily by 
this method than by others. The bile ducts are 
clearly outlined in practically every case in which a 
gall-bladder shadow of normal intensity is obtained. 
Fluoroscopic examination of the gall bladder is 
practical. 

In interpreting the findings the authors point out 
that absence of a shadow is sometimes due to a 
duodenal ulcer and sometimes to the presence of a 
large renal tumor. Regardless of the cause of the 
jaundice, the oral test fails to outline the gall bladder 
satisfactorily if the icterus index is over 30. 

Benign growths, especially papillomata, are most 
likely to be seen along the margin of the gall-bladder 
shadow. They are seldom found in the lower portion. 
The defects may be multiple, but are discrete in 
contrast to those due to gall stones. Such negative 
areas may not appear until the gall bladder is 
partially empty. The defects due to adenomata are 
nearly always at the tip of the fundus and are more 
apt to be slit-like than round. 

Ear O. LAtimEr, M.D. 


Larrabee, R. C.: Chronic Congestive Splenomeg- 
aly and Its Relationship to Banti’s Disease. 
Am. J. M.Sc., 1934, 188: 745. 


On the basis of a study of forty-seven cases of 
chronic congestive splenomegaly, the author ex- 
presses the view that in the majority of patients 
presenting the clinical picture of Banti’s disease, i.e., 
splenomegaly with fibrosis, microcytic anemia with 
leucopenia, and a late state with hamorrhage and 
ascites, the condition is dependent upon various 
intra-abdominal lesions obstructing the venous out- 
flow of the spleen. By far the most common of these 
lesions is hepatic cirrhosis of various types. As 
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Banti defined the disease which bears his name in 
such a manner as to exclude such cases, Larrabee 
believes they should be designated by a distinctive 
name. 

With regard to the choice of cases for splenectomy, 
the author quotes Mayo as stating that the criterion 
should be the pathological condition of the spleen 
and its effect on the blood rather than the under- 
lying cause. Larrabee believes that the physician 
or surgeon confronted with a case need not trouble 
himself with theoretical questions as to the nature 
of Banti’s disease. If the Banti pre-operative picture 
is presented, if he has watched the patient long 
enough and studied him carefully enough to exclude 
leukemia, hemolytic jaundice, polycythemia, and 
certain other conditions, and if ordinary surgical 
considerations favor splenectomy, he need not 
hesitate to operate because he believes that the 
patient has an alcoholic cirrhosis or some other 
equally definite cause of portal obstruction. 


The causative conditions, the treatment, and the 
results in the forty-seven cases reviewed are shown 
in the following table: 


_ Splenectomy 
Die 


Not 
oper- of Not 
ated opera- Re- re 
upon tion lieved lie, 
Alcoholic cirrhosis 4 2 2 
Toxic cirrhosis 3 I 2 
Syphilitic cirrhosis..... 5 2 2 
Cirrhosis of undeter- 
mined type 7 3 
Non-cirrhotic liver ab- 
normalities I 
Adhesions............ 5 2 
Congenital heart ab- 
normality........... 
Ptosis of the spleen.... 1 i 
Cause unknown 10 





Totals 23 7 14 ; 
HERBERT F. Tuurston, M.!) 
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Shaw, W. F.: The Treatment of Genital Prolapse. 
J. Obst. & Gynec. Brit. Emp., 1934, 41: 853. 


Shaw gives a brief review of the anatomy of the 
pelvis with special emphasis on the uterine supports, 
the parametrium and the pelvic muscles. He states 
that prolapse of the pelvic organs is the result of 
laxity due to weakness or injury of the pelvic muscles 
and parametrium. Without such laxity, prolapse 
cannot occur. 

Laxity of the muscular tissue about the urethra 
allows undue dilatation of the urethra with incon- 
tinence under strain. Laxity occurring more poste- 
riorly results in cystocele, prolapse of the uterus, 
and rectocele, all of which are a part of the same 
condition. 

Among secondary conditions which in many cases 
hasten or determine the occurrence of genital pro- 
lapse are increased intra-abdominal pressure, in- 
creased weight of the uterus pushing that organ 
down, and increased weight of the cervix pulling the 
uterus down. 

The author discusses the various operative meth- 
ods of treating prolapse. As the cause of the condi- 
tion is lack of support of the pelvic floor, an opera- 
tion which strengthens this support seems rational. 
Such an operation is colporrhaphy. As a rule both 
anterior and posterior colporrhaphy are combined 
with amputation of the cervix. Shaw describes a 
method which has been used in Manchester by him- 
self and others with slight modifications and excel- 
lent results since 1888. Of a series of 664 cases in 
which it was employed, a complete cure was obtained 
in 96.38 per cent, and of the cases in which a com- 
plete cure was not obtained, the symptoms persisting 
were severe enough to warrant further operative 
treatment in only 0.75 per cent. The mortality was 
only 0.43 per cent. 

In 10.3 per cent of the cases the operation failed 
to cure chronic pain in the lower abdomen and back, 
and in quite a large number it failed to control incon- 
tinence of urine on straining. Only 16.5 per cent of 
the patients showed any sign of recurrence after 
parturition. The results were as good in women who 
had passed the menopause as in young women, and 
equally good in nullipare and multipare. The 
operation does not cause trouble in subsequent 
labors. T. Ftoyp Bett, M.D. 


Naujoks, H., and Hoffmann, H.: The Radium 
Treatment of Benign Genital Hzmorrhages 
(Die Radiumbehandlung gutartiger Genitalblutun- 
gen). Zentralbl. f. Gynaek., 1934, Pp. 1922. 


The authors report the results obtained from intra- 
uterine radium irradiation in 285 cases of benign 


genital hemorrhage treated at the Marburg Clinic. 
Among these were 252 cases of climacteric and pre- 
climacteric bleeding, 19 cases of myomatous uterus, 
6 cases of submucous myoma, and 8 cases in which 
the irradiation was done for tuberculous endo- 
metritis, blood diseases, juvenile menorrhagia, or 
sterilization. 

The technique was the usual technique except 
that, for drainage of the uterus during the irradia- 
tion, a gauze drain was fixed to the upper end of the 
radium capsule and led out of the uterus into the 
vagina. 

The disputed question as to whether it is possible 
to protect the ovaries from irradiation by tamponade 
of the posterior vault of the vagina or by pulling 
the uterus down (Jonen) is discussed. 

The dosage administered in the reviewed cases 
was relatively very high (from 2,000 to 3,000 mgm.- 
hrs.). 

In general, the results were good. Of 213 cases 
traced, the bleeding was definitely arrested in 207. 
The remaining 6 cases are discussed in detail. In 
all of the latter, submucous myomata were found, 
and in 1 of them the usual cystic glandular hyper- 
plasia of the climacterium was also present. In 1 
case of tuberculous endometritis the irradiation was 
successful, but in another it failed to arrest the bleed- 
ing. In the cases of 2 girls thirteen and nineteen 
years of age respectively who were treated for ju- 
venile bleeding, the bleeding was not controlled al- 
though relatively high doses (2,400and 1,200 mgm.- 
hrs.) were used. 

In discussing the dangers and complications of the 
treatment, the authors cite a case of death from 
embolism. They state that, in general, the climac- 
teric symptoms in the reviewed cases were very 
mild. Relatively often, however, the patients com- 
plained of joint pains (climacteric arthropathy). In 
the cases of a large number of the patients the radi- 
um climacterium lasted for from several weeks to 
several months, and in the cases of a few, for several 
years. 

The article is concluded with a theoretical dis- 
cussion of the mode of action of radium irradiation— 
whether it consists of coagulation of the endome- 
trium or arrest of ovarian function. The authors 
seem inclined to favor the first theory. 

In none of the cases reviewed were carcinomatous 
changes found later. However, it is erroneous to 
assume that intra-uterine radium irradiation is an 
effective prophylaxis against carcinoma of the 
body of the uterus. This assumption is proved in- 
correct by cases reported by Koblanck, Philipp, and 
Werner in which carcinoma developed later in spite 
of such irradiation. 


(F. Srecert). Jacos E. Kern, M.D. 
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Bolaffi, R.: Prehypophyseal Hormonuria in Malig- 
nant Tumors of the Uterus. Considerations 
and Researches (Sull’ormonurie preipofisaria nei 
tumori maligni dell’utero: considerazioni e ricerche). 
Riv. ital. di ginec., 1934, 17: 191. 


The possible influence of the hypophysis cerebri 
and its hormones on malignant tumors has been the 
subject of dispute. The author reviews the more 
important reports of positive and negative clinical 
and experimental findings. 

Bolaffi studied the urine of thirty-nine women 
with malignant tumors. Thirty-five of the subjects 
had similar carcinomata of the cervix of the uterus 
and five had carcinomata of the corpus or the va- 
gina. Five groups of experiments were carried out. 
In the first group, 10 c.cm. of urine were injected in 
a single dose into experimental animals and the 
genitalia of the animals studied after forty-eight 
hours. In the second group, repeated injections of 
10 c.cm. of urine were made into experimental ani- 
mals twice a day and the genitalia of the animals 
examined twenty-four hours after the last injection. 
In the third and fourth groups, massive doses of 
urine were injected into the experimental animals. 
In the fifth group, animals were injected with the 
spinal fluid instead of the urine of the women. In 
the case of one woman, ro c.cm., and in the cases of 
three women, 6 or 7 c.cm., of spinal fluid were in- 
jected. 

The results showed almost uniformly that a 
hormone of possibly hypophyseal origin was not 
demonstrable in the urine studied. The entire series 
of experiments revealed only three mildly positive 
results. A. Louts Rost, M.D. 


Sampson, J. A.: The Limitations and Dangers of 
the Intra-Uterine Application of Radium in 
the Treatment of Carcinoma of the Body of 
the Uterus. Am. J. Obst. & Gynec., 1934, 28: 783. 


The efficiency of the intra-uterine application of 
radium in the treatment of carcinoma of the body of 
the uterus depends upon the following factors: (1) 
the sensitivity of the entire growth to radium irradia- 
tion, (2) the placing of the capsules in the uterine 
cavity, (3) the dosage, and (4) the proximity of the 
radium to the growth, especially the invading por- 
tions which are at the greatest distance. 

From the standpoint of the intimate application 
of radium to all of the growth, cases of carcinoma 
of the body of the uterus may be divided into the 
following three groups: 

1. Those in which the intimate application of 
radium to all of the carcinoma can be accomplished 
readily. 

2. Those in which the intimate application of 
radium to all of the growth is possible, but condi- 
tions may render it a matter of chance. Roentgeno- 
grams of uteri in which capsules were placed as in 
the radium treatment of carcinoma of the body of 
the uterus demonstrated that the intimate applica- 
tion of radium to any or all of the growth may be 
rendered unsuccessful by faulty technique in the 
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placing of the capsules; large size of the uterine 
cavity; a cavity of the “Y” type; intramural my- 
omata enlarging the uterine cavity; large polyps 
which, like submucous myomata, may deflect the 
capsules and shield the growth from the radium: 
and bulky carcinomata filling and distending the 
uterine cavity like submucous myomata. The, 
showed also that two or more capsules, in tandem 
formation, extending from the fundus through the 
uterine cavity well into the cervical canal, will cover 
all portions of a small uterine cavity except when it 
is of the ““Y” or bicornate type. 

3. Those in which it is impossible to apply uterine 
radium intimately to all of the growth. 

Failure to find carcinoma in a check-up curettaye 
from six to ten weeks or even in twice that length of 
time after radium treatment does not rule out cir- 
cinoma in areas not reached by the curette. It some 
times leads to a false sense of security and may be 
responsible for the patient’s death. 

In spite of its uncertainties, limitations, and dan- 
gers, the intra-uterine application of radium is of 
great value in many cases of carcinoma of the body 
of the uterus. 

Because of the impossibility of determining the 
exact situation and extent of the growth before 
treatment and the fact that all of the carcinoma may 
sometimes be removed surgically in cases in which 
radium irradiation would be unsuccessful, remova! of 
the ovaries, tubes, and entire uterus with an attempt 
to prevent the dissemination of the carcinoma is 
indicated in the cases of patients who are good 
surgical risks. 

The intra-uterine application of radium is indi 
cated in hazardous surgical risks especially when the 
uterus is small and the adnexa are not enlarged. It 
is indicated also in cases of carcinoma which are 
evidently inoperable. Epwarp L. Cornet, M.1) 


Healy, W. P., and Arneson, A. N.: Radiation Treat - 
ment of Carcinoma of the Cervix. Am. /. 
Roentgenol., 1934, 32: 646. 


Carcinoma of the cervix is now generally recog 
nized as a malignant lesion which can be reasonal)ly 
well controlled in favorable cases by irradiation 
therapy. As parametrial involvement and pelvic 
metastasis have already occurred in from 75 to So 
per cent of the cases when the patient comes for 
treatment, the treatment must include the para 
metrium and pelvis. Radium applied to the cervical 
region cannot be expected to be effective more than 
4cm. from the canal. Therefore external irradiation 
such as roentgen irradiation is necessary for the 
more distant pelvic involvement. The authors ad- 
vocate roentgen irradiation before the application of 
radium in all but the earliest cases. 

Of twenty-six carcinomata reported by the authors, 
twenty-five were diagnosed histologically as squa- 
mous epidermoid cancers and one as an adenocar- 
cinoma. All but one had extended well beyond the 
cervix. The treatment consisted of roentgen irracia- 
tion followed by radium irradiation. 
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The factors in the roentgen therapy were: 200 kv., 
30 ma., a 70-cm. target-skin distance, filtration with 
o.5 mm. of copper and 2 mm. of aluminum, and 4 
fields (2 anterior and 2 posterior) measuring 10 by 
1s; cm. To each field from 2,000 to 2,400 r were de- 
livered, 200 r being given to an anterior portal and 
200 r to a posterior portal on the same side daily. 
rom twenty to thirty days were required to deliver 
the irradiation. In only 1o per cent was there a 
rather marked skin reaction indicated by peeling. 
The constitutional effect was entirely satisfactory. 
There was little or no bladder or rectal distress. 

The roentgen treatments were followed by the 
application of radium to the cervical lesion for ap- 
proximately 1,500 me.-hrs. with filtration by 2 mm. 
of brass. Immediately following this application, 
two radon capsules with filtration by 0.5 mm. of 
gold and 2 mm. of black rubber were placed in the 
cervical and uterine canals for 3,000 mc.-hrs. 

Biopsies were done during the course of the treat- 
ments. From three to six weeks were required for 
complete primary healing of the cervical lesions by 
roentgen therapy. Healing was more prompt when 
the higher dosage was employed. Of interest was 
the fact that even in the presence of clinical evidence 
of cure, biopsies were positive in the cases of patients 
who had not yet received radium treatment. The 
blood-vessel changes and fibrosis remained. Histo- 
logical studies in a control case in which 700 r were 
given to 4 fields revealed more rapid changes, but 
less change in the tumor bed. Primary healing did 
not occur and specimens taken two weeks after the 
beginning of the treatment showed evidence of 
multiplying resistant cells. 

Since regression of the lesion was evident clinically 
and histologically, the authors believe that regression 
might reasonably be expected in the region of the 
parametrium. However, radium should be employed 
in the treatment of the primary lesion, and in cases 
of very early lesions should be used before the 
roentgen-ray cycle. Ear E. Bartu, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Novak, E., and Brawner, J. N., Jr.: Granulosa-Cell 
Tumors of the Ovary. Am. J. Obst. & Gynec., 
1934, 28: 637. 


This article is based on thirty-six cases of granu- 
losa-cell tumor of the ovary. The authors discuss the 
anatomy, histogenesis, and types of granulosa-cell 
tumors in detail. 

Five of the cases reviewed were those of children 
under the age of puberty. In all of these there were 
manifestations of precocious puberty. Menstruation 
occurred in all except one. Only six of the patients 
were definitely beyond the menopause, but ten 
others were in the fifth decade of life. 

When the tumors occur before puberty they usual- 
ly cause precocious menstruation. When they occur 
during reproductive life they bring about dis- 
turbances analogous to those characteristic of 
hyperplasia of the endometrium (menstrual excess 
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with amenorrhcea at times). When they occur after 
the menopause they tend to produce a menstrual or 
pseudo-menstrual type of bleeding. 

A stimulating effect of the tumor on the structure 
and function of the breasts is noted. In children 
under the age of puberty and in women beyond the 
menopause striking effects on the secondary sex 
characteristics are apparent. The special biological 
effects of these tumors are due to the fact that they 
secrete folliculin and, in some cases, also progestin. 

While it has been rather generally agreed that 
the malignancy of granulosa-cell carcinoma is much 
less than that of ovarian cancers in general, the 
authors are of the opinion that it is considerably 
greater than is generally believed. In the reported 
cases which were adequately followed up, the inci- 
dence of clinical malignancy was 28.1 per cent. 

As a rule the tumor can be readily demonstrated 
by bimanual or abdominal examination, and in 
many cases it is noted by the patient herself. In 
women during the reproductive period of life the 
granulosal nature of the neoplasm is usually not 
suspected until operation is performed and some- 
times not even then. 

The treatment of granulosa-cell tumors is es- 
sentially surgical. For the present it seems best to 
restrict radiotherapy to inoperable or recurrent 
tumors or to give it before or after operation in cases 
of tumors that are surgically removable. 

Epwarp L. CorNELL, M.D. 


EXTERNAL GENITALIA 


Mercier, O.: Personal Technique for the Cure of 
Epispadias in Women. Brit. J. Urol., 1934, 6: 313. 


Mercier reports the case of a girl seventeen years 
of age who had suffered from incontinence of urine 
since birth. Examination showed that the urethra 
opened behind the symphysis and was only 1/6 in. 
long. The labia majora, the labia minora, and the 
clitoris were separated by a furrow. On each side of 
the furrow, at the end of the labia minora, there was 
a stump which appeared to be the vestige of an 
incompletely formed sphincter. X-ray examination 
disclosed no separation of the pubic bones. 

The operation performed was a combination of 
procedures. It elongated and narrowed the urethra 
and restored the external sphincter. The technique 
was a modification of that used by Marion. To 
elongate the incomplete urethra, a flap was dissected 
from the anterior wall of the vagina and each side 
of the flap was fixed to the corresponding side of the 
furrow. Thus the internal part of the new canal was 
formed of the vaginal mucosa. After the new urethra 
was shaped, the lateral stumps which seemed parts 
of an incomplete sphincter were sutured together in 
the median line as would be done for the cure of 
cystocele. The lateral dissection was deeper and the 
sutures were placed as far as possible on each side. 
The operation was completed by reconstruction of 
the labia and clitoris. The bladder was then drained 
by means of a cystotomy. No catheter was placed 
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in the new canal before the fifteenth day. On that 
day the cystotomy tube was removed and a soft 
catheter was introduced into the new urethra and 
left until the suprapubic wound had healed com- 
pletely. Within three weeks after the operation the 
patient was able to urinate normally and to hold 
her urine perfectly. There was no nocturia. 
Henry W. Fink, M.D. 


MISCELLANEOUS 


Traina Rao, G.: Thermo-Electrical Researches in 

’ Obstetrics and Gynecology (Ricerche termo- 

elettriche nel campo ostetrico e ginecologico). Riv. 
ital. di ginec., 1934, 17: 117. 


The author reports studies in which he used the 
electrical method of Benedict to determine the sur- 
face temperature of the body. He describes the 
method and discusses its advantages. The measure- 
ments were made at about 35 standard points which 
are shown by diagrams. 

Determinations in the cases of 80 women showed 
that under physiological conditions the cutaneous 
temperature varies from 30 to 34 degrees. This 
variation seems to be dependent upon the subject’s 
age and general condition and the condition of the 
sympathetic system. Normally, there are warm 
and cold spots on the surface of the body. The warm 
points are found chiefly on the head and trunk, and 
the cold points on the extremities. 

Variations in the cutaneous temperature are 
evidenced during different stages of the menstrual 
cycle. In the cases of 70 normal women the tem- 
perature determinations were made 4 times a day. 
They showed that, in general, there is a moderate 


elevation of the temperature during the second 
intermenstrual stage which usually reaches its 
maximum the week before the occurrence of men- 
struation and then returns to a level which remains 
constant in the postmenstrual and first premen- 


strual stages. The average difference between the 
highest and lowest levels varied from 0.4 to 0.7 
degree. The maximum elevation occurred in the 
abdominal and adnexal regions. In a few instances 
the variation was from o.9 to 1.8 degree. 

In a similar study of 500 women in various stages 
of pregnancy it was found that the cutaneous tem- 
perature is lower during the first half than during the 
second half of pregnancy. Whereas in the early 
stages of pregnancy the mean temperature approxi- 
mates the lower limits of normal, in the last months 
it tends to approximate the upper limits of normal 
and becomes higher as term is approached. There 
are certain zones of hyperthermia, notably the 
abdomen. Measurements at points in the breasts 
showed constantly higher temperatures in pregnant 
women than in non-pregnant women. Just before 
and during labor there is a further rise in the tem- 
perature. In the puerperium there is a gradual in- 
crease during the first twelve hours which is followed 
by a gradual decrease in the second twelve hours and 
then by a progressive rise until the second or third 
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day of the puerperium. From the third to th 
eighth day there is a gradual decrease until the 
normal level is reached. 

Studies of 80 women with uterine fibromyomata 
revealed no variations from the normal. 

In studies of 46 women with carcinoma of the 
uterus it was found that the temperature in this 
condition is usually within the normal limits but in 
small areas of skin on the lower abdomen corr 
ponding to the uterus and adnexa it may be slight! 
increased. 

In the cases of 33 women with ovarian cysts, |! 
temperatures were normal. 

In the cases of 54 women with inflammations 
the pelvis and adnexa quite marked hyperthern 
was found. The portions of skin corresponding 
the inflamed viscera were warmer than the skin 
other parts of the abdomen by an average of fr: 
1.45 to 2.78 degrees. 

Studies of the extremities of 6 women wi!) 
thrombophlebitis showed that the involved extrem 
ty was on an average from 2 to 3 degrees warn 
than the opposite normal extremity from the |, 
ginning of the subjective symptoms and even 
before the objective signs were manifest. 

In a study of 85 newborn infants weighing at le: 
2,500 gm. the minimum cutaneous temperature 
was 29.8 degrees and the maximum 33.78 degree 
An average temperature of 32.5 degrees was comm 
During the first and second days of life the tem 
perature tends to fall, but the decrease is less than 
0.5 degree. The fall is followed by a gradual return 
to normal which is reached by about the tenth o 


2,500 gm. the temperature was found to be lower 
than in full-term infants, averaging from 28 to 3 
degrees. It varied like that of full-term infants. 

Studies of the vaginal temperature were made in 
the cases of 10 normal women. The average vari: 
tion is between 36.1 and 37.6 degrees. The vari 
tions during the menstrual cycle correspond to the 
changes in the cutaneous temperature. In preg- 
nancy there is practically no change in the vaginal 
temperature until about the eighth month. Varia 
tions which compare with those in the cutaneous 
temperature then occur. In women with carcinoma 
of the uterus the vaginal temperature average! 
about 37.95 degrees. In 8 women with tubal preg 
nancy it was slightly increased. 

A. Louts Rost, M.D 


Wiesner, B. P.: The Postnatal Development of the 
Genital Organs in the Albino Rat. J. Obs/. 
Gynec. Brit. Emp., 1934, 41: 867. 


Wiesner reports experiments carried out on ri‘- 
to determine the factors influencing prepuber' 
development, discusses the dihormonic theories «! 
sex differentiation, and cites Goldschmidt’s pri! 
ciples to explain certain monstrosities. 

The experiments carried out on male rats show: 
that castration interfered with both the growth a: 
the differentiation of the glans penis. The effe: 
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became noticeable within a week, and the differences 
between normal and castrated males increased with 
age. Apart from the reduction of the growth rate 
and growth limit, the most obvious effects of castra- 
tion were: (1) complete absence of the anterior 
process which, in the male, is formed during the first 
week of life, (2) incomplete differentiation followed 
by partial de-differentiation of the corpus caver- 
nosum glandis; and (3) incomplete differentiation of 
the integument. 

The seminal vesicles depend for their growth and 
differentiation on the testicles. While the testicular 
secretion is necessary for the normal development of 
the sex organs in the rat, this may not be true in 
other species. 

The effects of castration in the male can be largely 
neutralized by injections of androkinin. 

The author describes the normal prepubertal 
development of the uterus and vagina of the rat in 
detail. 

In his experiments the animals subjected to com- 
plete odphorectomy soon after birth continued their 
development. It is therefore evident that, in the 
female, the gonad is not required for prepubertal 
development, and it appears that somatic, and not 
gonadic, factors are responsible for early genital 
development. 

In the female it is necessary to distinguish between 
two phases of extra-uterine genital development. 
The first phase is represented by infancy, during 
which differentiation of the genital organs is com- 
pleted, and the second phase by puberty, when the 
effect of ovarian hormone becomes manifest. 

In the reported experiments, the administration 
of thelykinin to newborn female rats failed to pro- 
duce acceleration of differentiation or pronounced 
growth. T. Froyp BEL, M.D. 


“Butenandt, A.: Recent Progress in the Study of 


Sex Hormones (Neuere Ergebnisse auf dem 
Gebiet der Sexualhormone). Wien. klin. Wehnschr. 
1934, 2: 897. 

This article is a review of what is known with 
considerable certainty to date regarding the physi- 
ology and chemistry of the sex hormones. The 
number of the hormones involved in the regulation 
of the normal sexual processes and the sites of their 
formation have not yet been determined beyond 
dispute. At the present time only the hormones 
which act directly on the primary and secondary 
sex organs are called sex hormones. In contrast to 
the specific hormones oi the female and male sex 
glands the gonadotropic hormones are characterized 
as sexually non-specific. That the gonadotropic 
factors are true substances has been proved by 
experiments with extracts of the anterior lobe of the 
hypophysis. 

The author rejects the theory that the gonado- 
tropic hormones act as a motor for sexual function 
in the sense that puberty, menstruation, and the 
functions of the sex glands are initiated only through 
the production of such hormones. He believes it 
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possible that an accessory factor (likewise formed in 
the hypophysis) is necessary; that the combined 
action of this factor and the gonadotropic hormones 
induces puberty and its failure induces the climac- 
terium. 

The problem as to the number of gonadotropic 
hormones is still unsolved. As the chemical study of 
the hypophysis is not yet completed, it appears 
likely that this question can be answered only after 
the effective gonadotropic substance has been 
chemically isolated in pure form. ‘The _ highest 
degree of chemical purity thus far attained presents 
no grounds for separation of the hormone into 
Prolan A and Prolan B. It appears that, during 
pregnancy, the gonadotropic hormones are formed 
in the placenta. 

The male sex hormone was first isolated in a 
chemically pure crystalline form (androsteron) by 
Butenandt and Tscherning. Further studies are 
necessary to determine whether it consists of one or 
several sex hormones. 

The follicular hormone has been isolated as a 
chemically simple substance in crystalline form by 
Butenandt, Doisy, Marrian, Laqueur, Collips, 
Jacobi, and others from the urine of pregnant 
women, the urine of the mare, the placenta, and 
even palm seeds. Strangely enough, it always 
occurs in association with the male sex hormone. 
It is described as a growth-producing substance 
with a special influence on the female genital tract. 

According to Butenandt, the hormone produced 
by the corpus luteum has been definitely recognized 
thus far only through its well-known effect on the 
proliferating uterine mucosa. 

The interaction of the sex hormones through the 
interaction of the mid-brain, the hypophysis, the 
sex glands, and the uterus is explained with the 
aid of a table from the work of Schoeller. ‘The 
influence of the sex hormones on the cyclic change in 
the uterine mucosa through the successive action of 
the follicular and the corpus-luteum hormones seems 
to have been definitely proved. To produce the 
picture of a menstrual cycle in the uterus of a 
castrated woman from 250,000 tO 300,000 mouse 
units of follicular hormone and from 30 to 50 rabbit 
units of corpus-luteum hormone are necessary. 
However, this amount only seems to be large as 
1,000,000 units of follicular hormone correspond to 
20 mgm. of the crystalline follicular hormone. One- 
tenth y of a standard preparation preserved in 
London is equal to 1 international unit of follicular 
hormone. Chemical purification of the follicular 
hormone renders possible exact dosage by weight. 

In the determination of the chemical formula of 
androsteron and the follicular hormone considerable 
progress has been made. The follicular hormone is so 
closely related to androsteron that it appears pos- 
sible to transform androsteron into the follicular 
hormone by dehydration and splitting off an atom 
of carbon. Both hormones belong to the class 
of stearins. In dehydrated androsteron a substance 
intermediate between the female and the male 





340 


hormones has been found. Butenandt considers it 
possible that the action of these hormones might be 
increased by a slight change in the structure of 
their chemical formule. He believes it possible also 
that they may be produced synthetically and their 
cost thereby considerably reduced. 

The chemical study of the corpus-luteum hormone 
is still in its initial stages. Butenandt believes that 
he is the first to have obtained a chemically simple, 
crystalline substance with the effect of the corpus- 
luteum hormone. The chemical structure of this 
substance suggests a close relationship between the 
corpus-luteum hormone and the other sex-gland 
hormones. (H. Stecmunp). JoHn W. BRENNAN, M.D. 


Doneddu F. P.: The Influence of Thymectomy on 
Genetic Activity and the Offspring (L’influenza 
della stimizzazione sulla activita genetica e sulla 
prole). Riv. ital. di ginec., 1934, 18: 1. 


The author reports his experimental studies re- 
garding the relationship of the thymus gland to 
genetic activity, especially in the female. 

In one group of male rabbits and one group of 
female rabbits thymectomy was done prior to the 
age of puberty, and in two corresponding groups it 
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was done after maturity. The animals were then 
mated in all possible combinations with each other 
and with normal bucks and does. The offspring 
and their young in turn were treated similarly. In 
this way the author was able to study the effect of 
thymectomy on genetic activity of five consecutive 
generations of rabbits (ninety-eight animals). His 
findings are summarized as follows: 

1. The genetic activity of the rabbits was greatly 
altered following thymectomy, particularly when the 
operation was performed before the age of puberty 

2. Fecundation was deficient or impossible when 
both mating animals were thymectomized. 

3. Fecundation of thymectomized rabbits or 
their thymectomized descendants was possible onl\ 
when these rabbits were mated with normal animals. 

4. The newborn of thymectomized rabbits 
weighed less at birth than those of the controls, but 
their somatic development was slightly accelerate: 
in the first few days of life to parallel that of th 
controls. 

5. The psychic development, immediate as wel! 
as remote, of the offspring of thymectomized rabbit; 
was entirely equal to that of the normal controls. 

GeorcE C. Frnora, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Davy, L., and Sevringhaus, E. L.: Analysis of 
Errors Inherent in Pregnancy Tests Based on 
the Aschheim-Zondek Reaction. Am. J. Obst. 
& Gynec., 1934, 28: 888. 


Of 425 cases in which tests for pregnancy were 
made by methods based on the Aschheim-Zondek 
reaction, the diagnosis was accurate in more than go 
per cent. Three modifications were employed either 
as individual methods or as concurrent tests with 
interpretation of the results as a single test. 

Erroneous diagnoses due to limitations inherent in 
the methods were made in 8 per cent. Such syste- 
matic errors occurred in 3.92 per cent of the cases of 
pregnancy. Two were made in cases of very early 
pregnancy in which the test was positive later. In 
early pregnancies more consistently accurate results 
were obtained by a modification of the Friedman 
rabbit test or by an immature female rat test than 
by the Schneider immature rabbit test. Incorrect 
negatives were obtained in 9 pregnancies of more 
than one month’s duration. In 7 of these there was 
definite fetal or maternal abnormality; in 1 there 
was no known abnormality; and in 1 the history was 
not reliable. 

Faulty tests made in 12.7 per cent of the cases in 
which pregnancy was absent may be classed as sys- 
tematic errors. Many of the cases with a false posi- 
tive test can be correlated with known gynecological 
problems in which there are demonstrable endocrine 
disturbances. Each of the cases testing incorrectly 
positive was studied from the standpoint of the 
clinical features manifested before and after the test 
and with respect to the ovarian picture in the in- 
jected animals. Correlation of the laboratory and 
clinical findings suggested that ovarian dysfunction 
in the absence of pregnancy can be differentiated 
from pregnancy by the concurrent application of 2 
or more tests to the urine. In cases of this type false 
positives have not occurred with the use of either 
the Schneider immature rabbit or the immature 
female rat as the test animal. The more highly 
sensitive Friedman rabbit is of value for the demon- 
stration of gonad-stimulating substance in the urine 
of non-pregnant women. 

Epwarp L. CornE.L, M.D. 


Astrinsky and Grinner: Gonorrhcea and Preg- 
nancy (Blenorrhagie et grossesse). Gynéc. et obst., 
1934, 30: 430. 

The authors report their observations in 142 
cases of gonorrhgea in women seen over a period of 
from two to five years. In 135 of these cases bacter- 
iological proof of gonorrhceal infection was obtained. 
In 7, the diagnosis was made clinically. During the 


period of observation, 121 of the women had 1 
pregnancy, 18 had 2 pregnancies, and 3 had 3 
pregnancies. 

In order to study the effect of gonorrhoea on 
fertility, conception pregnancy, and the puerperium, 
the authors divide the women into 3 groups as 
follows: 

Group 1, 45 women who conceived when infected. 
Among these were 41 with involvement of only the 
lower genital tract and 4 with ascending infection 
of long duration. 

Group 2, 52 women who became infected during 
pregnancy, including 21 who were infected during 
the first half and 31 who were infected during the 
second half of pregnancy. 

Group 3, 45 women who conceived after recovery 
from the infection, including 28 with involvement 
of only the lower genital tract and 17 with involve- 
ment of the adnexa. 

From their observations in these cases the authors 
conclude that gonorrhceal infection of the cervix and 
adnexa does not exclude the possibility of concep- 
tion. Pregnancy is capable of activating latent 
gonorrhceal infection. Involvement of the internal 
genitalia, vagina, and cervix during pregnancy is 
accompanied by more intense clinical symptoms 
than gonorrhoeal infection in the absence of preg- 
nancy. The incidence of complications during preg- 


nancy or the puerperium is highest when conception 
occurs in the presence of, or following ascending 
gonorrhoeal infection. The chief complications are 


early abortion and postpartum hemorrhage. The 
presence of gonococci in the lochia is not necessarily 
accompanied by fever. 

Puerperal disorders occurred in 11.5 per cent of 
the cases reviewed. In 7 per cent of the latter they 
occurred early, and in 4.5 per cent late, in the puer- 
perium. The incidence of puerperal complications 
was highest (46 per cent) in cases in which the in- 
fection occurred during the second half of pregnancy. 
In 67 per cent of such cases the gonococcus could 
be demonstrated. Induced abortion accounted for 
30.2 per cent of the puerperal complications. The 
authors believe that to prevent ascending infection 
following delivery or abortion, it is necessary to 
obtain an abundant lochial discharge. 

The diagnosis of gonorrhoea during pregnancy and 
the puerperium is made in the same way as in the 
absence of pregnancy. As a supplementary diag- 
nostic procedure it is desirable to make a bacterio- 
logical examination of secretions adherent to the 
supraciliary ridges of the infant. 

The treatment of gonorrhoea during pregnancy 
requires the use of the entire therapeutic armamen- 
tarium with due regard for the pregnancy. Vaccina- 
tion is indicated for both the treatment and the 
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prophylaxis of puerperal infection. Crede’s method 
of prophylaxis does not exclude the possibility of 
infection elsewhere, as in the breast. To discover 
the presence of the gonococcus during pregnancy it 
is necessary to use modern methods of investigation 
in all gynecological and obstetrical examinations. 
The close cooperation of all maternal welfare and 
venereal clinics is necessary if the fight against gon- 
orrhoea during pregnancy is to be successful. Effec- 
tive prophylaxis requires education of the public. 
Harotp C. Mack, M.D. 


Stander, H. J., and Cadden, J. F.: Blood Chemistry 
in Pre-Eclampsia and Eclampsia. Am. J. Obst. 
& Gynec., 1934, 28: 856. 

Pre-eclampsia and eclampsia are regarded as the 
same disease. Frequently repeated chemical studies 
of the blood in the cases of 108 women with eclamp- 
sia and 40 with pre-eclampsia showed that the 
chemical character of the blood is an important in- 
dex of the severity of the disease and of the treat- 
ment needed. 

The non-protein nitrogen content of the blood 
remains within normal limits in eclampsia and pre- 
eclampsia except when involvement of the kidneys 
late in the disease causes it to increase. The blood 
urea nitrogen remains low, as in normal pregnancy. 
The ratio between urea nitrogen and non-protein 
nitrogen is about 0.4, as compared with o.5 in nor- 
mal non-pregnant women. 

The uric acid of the blood shows an increase in 
eclampsia and pre-eclampsia, indicating a disturb- 
ance in its destruction in the liver. The uric acid 
content of the blood may be regarded as a fairly 
reliable index of the severity of the disease. 


The blood sugar is not greatly disturbed, but 
occasionally an eclamptic convulsion is followed by 
a definite hyperglycemia. This may be due to mus- 
cular activity. 

The alkali reserve is often greatly decreased, 


sometimes even to the level of true acidosis. The 
carbon dioxide-combining power is the most reliable 
and most easily determined index of the necessity of 
treatment for acidosis. 

The blood chlorides are not markedly decreased 
except in an occasional case with marked oedema. 

The thioneine content of the blood remains within 
normal limits. 

The glutathione content also remains normal ex- 
cept in patients with low blood haemoglobin readings. 

The increase in the uric acid of the blood in 
eclampsia and pre-eclampsia cannot be accounted 
for by an increase in thioneine. The hyperglycaemia 
sometimes observed in the convulsive stage of 
eclampsia appears to be a true hyperglycemia and 
not due to glutathione or thioneine. 

Epwarp L. Cornett, M.D. 


Emge, L. A.: The Influence of Pregnancy on Tumor 
Growth. Am. J. Obst. & Gynec., 1934, 28: 682. 


In the investigation reported, Emge studied the 
growth behavior during pregnancy of adenofibro- 
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mata, fibromata, and fibrosarcomata originally de 
rived from a spontaneous adenofibroma in female 
white rats. The tumors developed by these animals 
appear as single tumors and, because of their stead) 
and uniform growth, are especially suitable for such 
studies. The fibrosarcomata do not metastasize but 
recur rapidly after removal. This is typical of man, 
transplantable sarcomata of the white rat. From 
the experimental studies to date the author con 
cludes that the growth rate of benign and malignant 
tumors, although responsive to the general systemi: 
influence of pregnancy as expressed by cytologica! 
changes, is not influenced beyond variations in i) 

dividual growth tendencies. 

The behavior of neoplastic tissue during pregnanc\ 
is dependent upon a complex set of factors. Experi 
mental evidence strongly supports the belief tha: 
neoplastic tissue possesses definite and inheren| 
growth tendencies which are controlled by a prote: 
tive mechanism peculiar to body economy. There 
fore, regardless of the type of the tumor, the growth 
rate depends upon a certain balance between thes: 
two factors. A disturbance of the balance will |) 
manifested by either an acceleration or a retardativ)) 
of the growth tendencies of the neoplastic tissue. \ 
knowledge of the primary growth tendencies of 
given neoplasm is therefore necessary for a correc! 
interpretation of the growth rate of that tumor du: 
ing pregnancy. 

From clinical and experimental observations Emge 
draws the following conclusions: 

1. The influence of pregnancy on the behavior 
of neoplastic tissue depends upon a complex set v/ 
factors. 

2. The growth rate of neoplasms is inherent, but 
the controlling mechanism is still unknown. Clinical 
evidence suggests that pregnancy favors a protective 
mechanism against tumor growth. 

3. Neoplastic tissue takes part in the local and 
remote reactions incident to pregnancy, the ultimate 
result depending upon the length of the gestational! 
period. These changes are of a temporary nature. 
The extent of involution of benign neoplasms de 
pends upon the relation of the neoplasms to the 
generative organs, particularly the uterus. 

4. Neoplastic tissue sensitive to hormonal stimuli 
may exhibit increased activity during pregnancy. 

5. Physical changes in benign tumors during 
gestation are not necessarily expressions of growth 
activity. 

6. It is not proved that pregnancy favors the in 
ception of malignancy or the malignant degeneration 
of benign tumors. 

7. Experimental evidence substantiates clinica! 
findings in general and permits the conclusion tha‘ 
pregnancy as a rule does not influence the growth: 
rate or the size of neoplasms beyond certain rea‘ 
tions, the most frequent of which is retardation. |) 
many instances the growth rate remains unaffected 
Only occasionally is an acceleration observed. .\' 
the termination of gestation neoplasms assume thei! 
primary growth rate. Epwarp L. Cornett, M.D 
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LABOR AND ITS COMPLICATIONS 


Caldwell, W. E., Moloy, H. C., and D’Esopo, D. A.: 
A Roentgenological Study of the Mechanism 
of Engagement of the Fetal Head. Am. J. Obst. 
& Gynec., 1934, 28: 824. 

Roentgen examination with the use of the pre- 
cision stereoscope constitutes a distinct refinement 
in obstetrical diagnosis during labor. This method 
is rapid, accurate, and practical. In all cases of 
atypical labor a roentgenological examination should 
be made before operative interference is undertaken. 

The authors present statistics on positions of the 
fetal head at the inlet in relation to the type of 
elvis. 

' Positions at the inlet may be divided into three 

groups: (1) primary posterior positions, (2) primary 

transverse positions, and (3) primary anterior posi- 
tions, including the direct occiput-anterior position. 

The transverse parietal position is the common 
position at the onset of labor. 

The engagement of the fetal head is described. 
This is the reverse of the principle known as ‘“‘syn- 
clitism”’ which heretofore was regarded as the com- 
mon method of engagement. 

Posterior rotation is assisted by the angle assumed 
by the fetal axis along the slope of the uterine wall 
toward the inclined inlet. The uterine contractions 
impart a spiral movement to the body along these 
two inclined planes, and rotation takes place for- 
ward along the line of least resistance. 

The attitude of the fetus at rest and the changes 
secondary to the onset of labor are described. 

Epwarp L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Salvini, A.: A Contribution to the Clinical Study 
and Therapy of Late Puerperal Hemorrhage 
(Contributo alla clinica e alla terapia delle emorragie 
tardive del puerperio). Riv. ital. di ginec., 1934, 17: 
238. 


The most important complications in the six-week 
puerperal period are infection and hemorrhage. The 
exact time in the puerperium at which hemorrhage 
may be classified as late has not been determined 
definitely. The term “late” has been used in the 
literature for hemorrhages occurring at any time 
between the first day and the end of two weeks. 

Among the causes of late puerperal hemorrhage 
are: (1) the retention of fragments of placenta with 
the subsequent formation of so-called placental 
polypi consisting of more or less modified placental 
tissue covered with coagulated blood and usually 
pedunculated but sometimes having a broad base; 
(2) the retention of fragments of decidua as the 
result of separation of the placenta in a false plane; 
(3) local uterine infection; (4) secondary atony of 
the uterus; (5) malignant tumors; (6) fibromata or 
fibromyomata; (7) unrecognized lacerations in the 
lower uterine segment; (8) vaginal ulcerations; 
(9) disease of the blood vessels; and (10) systemic 
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diseases, including blood dyscrasias and other condi 
tions. Of these, the first three are by far the most 
common and important. 

The author reviews the clinical records of fifteen 
cases of late puerperal hemorrhage. Seven of the 
women were primiparex. In twelve cases labor was 
spontaneous; in two cases, forceps were applied; and 
in one case, version was done. The time of appear- 
ance of the hemorrhage ranged from seven to thirty 
days after delivery. In all of the cases the hamor- 
rhage endangered life. In eleven, the cause was 
retention of placental tissue. In two of these the 
placenta had begun to undergo putrefactive changes. 
In two cases the hemorrhage was due to subinvolu- 
tion of the uterus; in one case to retention of decidua 
in the stage of hyalin degeneration; and in one case 
to a septicopyemia. 

The author reviews the literature on methods of 
treatment. He emphasizes the importance of pre- 
venting late puerperal hemorrhages by correct 
management of labor and the early puerperium and 
immediate revision of the uterine cavity when the 
expelled placenta appears to be incomplete. He 
believes that in cases of retention of placental tissue 
in which the tissue is very lightly attached to the 
uterine wall and the cervix is dilated, it is best to 
remove the residuum even in the presence of fever. 
This must be done with minimal trauma. If the 
curettage is negative, medical therapy should be 
instituted. If haemorrhage then does not cease or is 
repeated, and especially if the temperature tends to 
remain elevated, abdominal hysterecomy should be 
done before the general condition becomes too 
serious. A. Louis Rost, M.D. 


Watson, B. P.: Practical Measures in the Preven- 
tion and Treatment of Puerperal Sepsis. J. Am. 
M. Ass., 1934, 103: 1745. 


In exogenous infection of the uterus the most 
common invading organism is the streptococcus and 
the most virulent streptococcus is the hamolytic 
streptococcus. The organisms are introduced direct- 
ly by the hands or enter the body by way of nasal 
and throat infection. Of importance in the preven- 
tion of such infection are asepsis during vaginal 
examinations and delivery, the prevention of con- 
tact between the patient and a carrier, the use of 
masks, and the isolation of cases of infection. With- 
out proper control and without the proper struc- 
tural arrangement, an obstetrical hospital may be 
less safe for delivery than even the poorest home. 

The vagina of every pregnant woman and of 
every woman in labor contains organisms which 
ascend into the cervix and lower uterine segment in 
the later stages of labor and the early puerperium. 
The normal puerperal uterine cavity is heavily 
invaded by the third day after delivery and does 
not become sterile until the tenth or twelfth day. 
Most of the organisms are not pathogens. Under 
certain circumstances, however, the pathogens 
present become virulent and cause infection. The 
prevention of such an occurrence requires elimina- 
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tion of the organisms from the genital tract and the 
avoidance of conditions rendering them virulent. 

The results of the treatment of puerperal infection 
depend chiefly on the virulence and invasiveness of 
the infecting organisms and to a lesser extent on 
the tissue reaction and the patient’s resistance. In 
the author’s management of cases of puerperal 
infection the patient is isolated, a thorough physical 
examination is made, an ice pack is applied to the 
abdomen, 5 gr. of quinine sulphate and a small 
enema are administered daily and a light but nour- 
ishing diet is given. No pelvic examination is made 
other than inspection of any perineal lacerations 
that may have occurred and the removal of a culture 
from within the vaginal introitus. The uterus is not 
manipulated from the abdomen. 

Persistence of fever is due to: (1) persistence of 
the infection in the uterus, (2) extension of the infec- 
tion to the pelvic cellular tissue, (3) extension of the 
infection to the pelvic veins (septic thrombophle- 
bitis), or (4) invasion of the blood stream. In the 
author’s treatment of cases with persistent fever a 
transfusion of 500 c. cm. of blood is given and may 
be repeated every three or four days. 

Thrombophlebitis is manifested by costovertebral 
tenderness, a fluctuating temperature, a_ high 
leucocyte count, and chills. In cases in which an 
embolus is formed, marked dyspnoea and orthopnoea 
occur. In severe cases, the use of an oxygen tank is 
necessary. 

The operative treatment of puerperal infection is 
limited. The author opens a pelvic abscess, but does 
not explore massive cellulitic exudates until there is 
definite evidence of softness and fluctuation. He 
states that most cellulitic exudates become absorbed 
without suppuration. 

J. THORNWELL WITHERSPOON, M.D. 


Serdukoff, M. G.: The Modern Management of 
Puerperal Fever (La thérapeutique actuelle de la 
fiévre puerpérale). Gynécologie, 1934, 33: 622. 

In spite of greater facilities for adequate obstetri- 
cal care in Russia, the sixteenth anniversary of the 
Revolution shows a high incidence of puerperal in- 
fection. Moreover, there is no single therapeutic 
measure which provides a sure and constantly effec- 
tive weapon against the condition. The mortality 
ranges from 13 to 18 per cent. At Moscow in 1930 
it was 15.1 percent. In 1931, during an epidemic of 
grippe, it rose to 18.6 per cent, and in 1932 it fell to 
13.7 per cent. Since from 15 to 18 per cent of those 
who die are young women who were previously in 
good health, puerperal fever is an important factor in 
the national economy. The great variety of forms 
of postpartum infection proves the necessity of 
increasing efforts to overcome the menace and 
establish a standard method of treatment. The 
mortality of peritonitis ranges from 95 to 100 per 
cent; that of septicemia is 7 per cent; and that of 
pelvic infections may be as high as 2 per cent. 

The author discusses the etiology and pathology 
of puerperal septicemia, emphasizing that pre- 
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vention (the avoidance of trauma, to the tissues, strict 
asepsis) is the most important approach toward the 
elimination of the exogenous types. The autog 
enous variety thrives in the presence of lowere: 
resistance (especially after hemorrhage). The ex 
act diagnosis of autogenous infection is not alway. 
possible. In epidemics, seasonal factors play a 
part. Epidemics are most common in autumn and 
winter, when atmospheric pressure is low and sui) 
shine is minimal. The period of incubation of the 
bacteria is variable, ranging from twelve hours {.) 
twelve days after abortion or delivery. It is close}, 
related to the organic resistance and the state of the 
reticulo-endothelial and nervous systems as well ;s 
to the virulence of the invading micro-organisms 
Under normal conditions, local tissue immuni 
such as is characteristic of the ovary may play ; 
protective réle. 

Exact diagnosis by clinical, bacteriological, «1 
biological methods must precede any attempt 
treatment. The fixation abscess of Fauchi: 
(Philippe-Roger reaction) is of prognostic vali 
Failure of the fixation abscess indicates failure of the 
body to react, the presence of a severe infection, 
and as a rule a fatal outcome. However, thc 
Philippe-Roger reaction must not be relied upon tv 
implicitly as during the course of an infection various 
reactions may be obtained. The test gives only in 
idea as to the state of the organism and the fur 
tional state of the blood at the given moment. (ne 
of the best indications of the prognosis is the 
hamogram. The author has found that an average 
leucocyte count of 15,000 is a favorable sign. \ 
shift to the right (Schilling), i.e., a decrease in the 
hemoglobin, leucopenia, monocytosis, and lym 
phopenia, indicates an unfavorable prognosis. 
Clinical findings indicating an unfavorable prog 
nosis are an increasing acidosis and a falling blood 
pressure. 

The management of puerperal infections involves: 
(1) prophylaxis, i.e., protection of the organism 
against infections; (2) destruction of the bacteria 
already present if time permits; and (3) stimulation 
of the organic resistance to infection. The organic 
resistance to infection may be increased by: 

1. Shock therapy, consisting of the intravenous 
administration of some form of protein or some 
other substance. The injection of from 100 to 200 
gm. of a 1 to 2 per cent solution of calcium chloricle 
in distilled water or a 30 per cent solution of silver 
nitrate in alcohol usually causes intense shock by 
producing necroses at various points of the vascular 
endothelium with the liberation of albuminoids aid 
colloids which agglutinate and neutralize bacter 
iotoxins. If shock fails to occur, the prognosis is 
poor as the sympathetic nervous system is affected 
by the toxins and blockage of the reticulo-endothe|ial 
system has taken place. In the cases of patients in 
poor condition, shock treatment should be given 
with caution. In cases of endocarditis, nephritis, 
and metastatic pneumonia shock treatment is cont ra- 
indicated. 
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2. Immunization by the administration of strep- 
tococcic, staphylococcic, diplococcic, or polyvalent 
sera. The author combines the administration of 
urotropin with serotherapy at two-day intervals as 
experiments on animals have demonstrated that 
urotropin agglutinates and neutralizes endotoxins. 
Vaccines are employed only in chronic cases or cases 
of low grade infection. Serdukoff prefers autog- 
enous vaccines. 

3. Stimulation therapy (Reiztherapie). Serdukoff 
prefers autohemotherapy combined with the ad- 
ministration of urotropin. 

The specific treatment outlined by the author is 
as follows: 

1. Severe forms: (a) intravenous injection of 
alcohol, umbilical cord serum; (b) repeated small 
blood transfusions; (c) roentgen therapy; (d) the 
fixation abscess of Fochier. 

2. Moderately severe forms: (a) the intravenous 
injection of a 1 per cent solution of calcium chloride, 
distilled water, a solution of silver nitrate; (b) the 
intravenous injection of urotropin; (c) the use of 
methylene blue and calomel; (d) umbilical cord 
serum, normal horse serum, polyvalent serum 
injected subcutaneously; (e) blood transfusion, 
autohemotherapy, fixation abscess. 

3. Low grade infections: urotropin injected 
intravenously, umbilical cord serum, horse serum, 
blood transfusion, autovaccination, incision and 
drainage of abscesses. 

Serdukoff admits that this scheme of treatment 
suggests polypragmatism, but states that an ex- 
perience of eighteen years has proved it to be of 
value. He emphasizes the importance of differen- 
tiating between acute, subacute, and chronic cases 
in the selection of the treatment. All possible 
precautions must be taken to avoid destroying the 
natural defense mechanisms. Bed rest is essential. 
Serdukoff emphasizes especially his method of 
administering umbilical cord serum (seroplacentin) 
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which is said to contain large quantities of electro- 
lytes, natural antigens, and hormones. 
Harorp C. Mack, M.D. 


Schlink, H. H.: The Treatment of Surgical In- 
juries Following Childbirth. Med. J. Australia, 
1934, 2: 707. 

The author reviews the anatomy of the pelvic 
floor and describes the operations for the repair of 
surgical injuries following childbirth which he 
regards as the methods of choice. 

He believes that in the repair of the lacerated 
perineum the factor of chief importance is union of 
the levatores ani, particularly their pubococcygeal 
fibers. He describes the method which he uses for 
exposure of these muscles and their union in the 
midline between the rectum and vagina. His 
method is the simplest and most direct possible. In 
repair of the ruptured sphincter ani, he follows the 
same steps with the addition of suflicient exposure 
of the ends of the retracted sphincter and their 
union by means of a fine chromic catgut suture and 
several plain gut sutures. He emphasizes that union 
of the levatores need not be carried very far up to 
secure a good physiological result. 

For the correction of retrodisplacement of the 
uterus, Schlink rejects all methods except those 
which have as their basis the shortening and fixa- 
tion of the round ligaments. Of the latter, he uses 
only those in which the stronger uterine ends are 
employed for support. His choice of operations is: 
(1) the Alexander-Adams operation, (2) the Alexan- 
der laparotomy, and (3) the Gilliam-Bonney oper- 
ation. 

For the correction of prolapse of the uterus, 
Schlink prefers the Donald-Fothergill operation. He 
describes this operation in detail. When removal 
of the uterus is indicated by some condition other 
than the prolapse alone, he prefers the Goffe-Mayo 
operation. Henry S. ACKEN, Jr., M.D. 
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ADRENAL, KIDNEY, AND URETER 

Ragnotti, E.: Considerations and Researches on 
the Pathological Significance and the Experi- 
mental Production of ‘‘Dynamic Hydrone- 
phrosis’’ (Considerazioni e ricerche sul significato 
patologico e sulla produzione sperimentale della 
“idronefrosi dinamica”’). Arch. ital. di chir., 1934, 
38: 367. 

In the study of the renal pelvis and ureter the 
motor functions of these structures were obvious 
from the very first. At the beginning of this century 
several investigators recognized a type of hydro- 
nephrosis without apparent cause which they called 
“dynamic.” It was soon realized that the nervous 
system might play an important rdéle in this dis- 
order. That neurogenous factors may manifest them- 
selves by urinary obstruction is well known. Neuro- 
genous changes in the function of the renal pelvis 
and ureter may be in the direction of hypertonia and 
spasm or atony, both of which may lead to dilatation 
of the pelvis. However, such pure clinical forms of 
functional disturbance are rare. 

The author reviews the literature on hydrone- 
phrosis and on the neuro-anatomy, especially the 
sympathetic system, of the ureter and renal pelvis. 
Because of the great uncertainty as to whether 
ureteral activity is primarily myogenic or neuro- 
genic, he undertook experimental studies to deter- 
mine the nature of the changes in the motor function 
of the ureter produced by partial destruction of the 
intrinsic ureteral nervous system, what changes in 
function have a purely neurogenous basis, and what 
changes result from morphological alterations. 

He found that the optimum tension or pressure 
in the ureter for the maintenance of peristaltic 
movements varies from 3 to 10 c.cm. of water. Above 
these levels fatigue results rapidly. Enervation of 
the ureter produced mechanically or chemically is 
followed by changes especially in peristalsis, but the 
pendular movements tend to persist, indicating that 
the musculature retains its automaticity and poten- 
tial contractility. 

In his studies of the morphological changes in the 
ureter and their results, Ragnotti found that dis- 
appearance of the adventitia such that the mus- 
cularis is bared or remains covered by only a very 
thin loose connective tissue may result later in 
sclerosis which may change the ureter by disorgan- 
izing and infiltrating the muscularis or replacing 
the muscle with connective tissue. As a consequence, 
the continuity of the muscle is interrupted so that 
normal contractions cannot occur in the involved 
region, function is impaired, and retention of urine 
with dilatation results. When the mechanical changes 
are less extensive and only the nerves are involved, 
the changes of function are mild and no morpho- 


logical changes result. Obstruction caused by 
trauma is therefore mechanicodynamic and due 
fundamentally to sclerotic stenosis or angulation 
Although the automatic movements of the muscles 
of the ureter persist, they are not of an expulsive 
character. A. Louts Rost, M.D. 


Joly, J. S.: The Etiology of Stone. J. Urol., 193,, 
32: 541. 


Followinga review of the history of stone formation 
and a consideration of the geographical distribution 
of the condition, the author discusses the rdle playe:! 
by diet and disease in the causation of stones, the 
mechanism of stone formation, and the chemica! 
character of the stones. With regard to the influence 
of diet he calls attention to the réle of inadequate 
nutrition and especially vitamine deficiency. Among 
the pathological conditions favoring the formation 
of stones are fractures requiring prolonged immo 
bilization, osteomyelitis, tuberculosis of bone, and 
diseases of the urinary organs such as hydrone 
phrosis, vesical obstruction, congenital anomalies, and 
infection. Joly states that any factor impairing the 
stability of the urinary colloid mechanism profound! 
affects the solubility of stone-forming salts. 

GILBERT J. Taomas, M.D. 


Prather, G. C.: A Method of Hemostasis During 
Nephrotomy for Large Kidney Calculi. /. 
Urol., 1934, 32: 578. 


For the removal of large renal calculi, Prather 
applies a pedicle clamp and on the posterior surface 
of the kidney makes a “V” incision with its apex 
at the renal pelvis. He uses a g-in. Doyen curved 
intestinal clamp covered with soft rubber boots. 
After compression for from eight to ten minutes the 
clamp is released for from twenty to forty second: 
Several cases in which this procedure was used are 
reported. GiLBert J. Tuomas, M.D 


Oppenheimer, G. D.: Polycystic Disease of the 
Kidney. Ann. Surg., 1934, 100: 1136. 


Oppenheimer calls attention to the difficulty en 
countered at times in differentiating between con- 
genital polycystic kidneys and the multiple cysts 
found in arteriosclerotic kidneys. This is of special 
importance in the diagnosis of unilateral polycystic 
disease. 

Polycystic disease of the kidney is of two clinical 
types—that found in newborn infants and that 
found in adults. The former is often associated with 
other congenital anomalies. In most cases of the 
latter condition the symptoms develop between thc 
ages of thirty-five and fifty-five years, and the 
average ageat death is fifty years, indicating that liie 
expectancy is decreased by from ten to twelve years. 
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The author states that there is a familial tendency 
toward the disease. While in most recent reports 
the bilaterality of the condition is emphasized, he 
presents two cases in which postmortem examination 
showed the involvement to be unilateral. One of 
the subjects was an infant and the other an adult. 

On the basis of the symptoms the cases may be 
divided into eight clinical groups. The two chief 
groups are the cases with cardiorenal vascular dis- 
ease and insufficiency and the cases with hematuria, 
infection, and large masses in the loin. In most 
cases there is either clinical or laboratory evidence 
of renal insufficiency. Of the cases reviewed, cysts 
of the liver were present in about 25 per cent, definite 
hypertension was found in the majority, and infec- 
tion and stone formation were complications in 32 
and 23.7 per cent respectively. 

The author discusses the use of urography in the 
diagnosis and emphasizes the importance of the 
use of a non-irritating substance for retrograde 
pyelography. 

In discussing the treatment he urges extreme con- 
servatism. He believes that operation should be 
reserved for complications such as diffuse suppura- 
tion and stone formation. Irvine J. Suaptro, M.D. 


Colston, J. A. C.: Primary Tumor of the Ureter. 
A New Method for Complete Nephro-Ureterec- 
tomy. Bull. Johns Hopkins Hosp., Balt., 1934, 
55: 361. 

Colston reports a case of primary papillary epi- 
thelioma of the ureter with the hitherto unreported 
complication of implantation in a probably pre- 
existing bladder diverticulum. The treatment con- 
sisted of nephrectomy followed, nine months later, 
when the correct diagnosis was made, by complete 
ureterectomy, and six months after the ureterec- 
tomy, by removal of the diverticulum containing 
the tumor implant. The correct diagnosis was not 
made until persistent bleeding from the ureter was 
discovered by cystoscopic examination and the 
ureterogram presented a typical picture. 

Also reported are two cases of primary tumor of 
the ureter from the records of the Brady Urological 
Institute, both of which were fatal. 

The difficulties in early diagnosis are discussed. 
The value of the diagnostic syndrome of Chevassu 
and Mock—obstruction to the passage of a ureteral 
catheter followed by a copious flow of blood from 
the ureteral orifice—and the great importance of the 
ureterogram are emphasized. 

According to the literature, it is generally agreed 
that the treatment of choice for primary tumor of 
the ureter is complete nephro-ureterectomy. 

Many methods of so-called complete nephro- 
ureterectomy are unsuccessful because they do not 
remove or destroy the mucous membrane of the 
distal stump. Complete eradication or destruction 
of the entire ureteral mucous membrane, especially 
the part in the intramural portion of the ureter 
where tumor implantation has been shown to occur, 
is of extreme importance. 
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The author describes a method of complete 
ureteronephrectomy in which the previously well- 
known steps are supplemented by a hitherto un- 
reported technique by which the mucous membrane 
of the distal stump of the ureter throughout its 
whole course through the bladder wall is completely 
destroyed with the high-frequency current. 

CrLaupE D. Homes, M.D. 


BLADDER, URETHRA, AND PENIS 


Fresnais, J.: Cutaneous Ureterostomy in the Treat- 
ment of Persistent Cystitis After Nephrectomy 
for Tuberculosis (L’urétérostomie cutanée dans 
le traitement des cystites rebelles chez les néphrec- 
tomisés pour tuberculose). J. d’urol. méd. et chir., 
1934, 38: 315. 


The development or persistence of irritability of 
the bladder following the removal of one kidney for 
tuberculosis may be due to the presence of tubercle 
bacilli in the urine or a vesico-ursteral reflux or both. 
When tubercle bacilli are found in the urine their 
source must be determined. 

The indications for ureterostomy are: (1) severe 
symptoms which cannot be otherwise relieved, and 
(2) a vesico-ureteral reflux, which may cause infec- 
tion of the other kidney. Cutaneous ureterostomy 
is to be preferred to implantation of the ureter into 
the bowel (which is very dangerous when only one 
kidney remains), to cystostomy (which does not 
entirely relieve the symptoms and does not prevent 
reflux), and to nephrostomy (which causes destruc- 
tion of the renal parenchyma). Its contra-indications 
are secondary infection of the remaining kidney with 
blockage of the ureter and a ureter too thick or in- 
fected to be brought to the skin. When ureterostomy 
is contra-indicated nephrostomy should be done. 

In the technique of cutaneous ureterostomy used 
by the author the ureter is reached by an extra- 
peritoneal approach through the lumbo-iliac region. 
It is divided with a cautery and the distal end tied 
off. The proximal end is then brought out through 
the incision and anchored to the muscles and skin, 
2 cm. being left protruding above the level of the 
skin. A Nélaton sound is introduced through the 
ureter into the renal pelvis. The catheter is watched 
to prevent its becoming clogged. It is kept in place, 
and can be changed once a week by the patient. 

After this operation the vesical pain ceases and 
there is little or no evidence of dilatation of the renal 
pelvis or ascending infection. 

Of ten patients treated by the author, one could 
not be traced, three are well (one, seven years, and 
two, less than one year after the operation), and six 
are dead. Of the six who are dead, one died seven 
years after the operation of an intercurrent infection, 
four died six months, three years, one year, and 
eighteen months respectively after the operation of 
uremia or generalized tuberculosis, and one died 
fifteen days after the operation with marked haemop- 
tysis. The ten cases are reported in detail. 

Max M. ZINNINGER, M.D. 





348 


GENITAL ORGANS 


Reay, E. R.: The Surgery of Prostatic Obstruction. 
Australian & New Zealand J. Surg., 1934, 4: 130. 


The author reviews the physiology and anatomy 
of the neck of the bladder, discusses in considerable 
detail the types of disease of the neck of the bladder 
which cause obstruction, and describes his pre- 
operative and postoperative care of cases of pros- 
tatism. 

He then reports the results in the first 100 cases in 
which he performed a perurethral prostatic resection 
with the McCarthy instrument. His first 20 cases, 
which were selected, consisted chiefly of cases of 
bars and small prostates. The next 77 cases were 
representative of all types of prostatic obstruction 
admitted to the hospital. In 3 cases prostatectomy 
had been done. The best results were obtained in 
cases of slight hypertrophy and hypertrophy of the 
middle lobe. In 3 cases the first operation was not 
sufficient. In 1 case 3 operations were done. There 
were 4 deaths. The average length of time the 
patients remained in the hospital was twenty-three 
days whereas in a similar group of cases in which 
prostatectomy was performed it was forty-eight 
days. 

In conclusion the author states that transurethral 
resection represents a marked advance in the treat- 
ment of prostatic obstruction. It is the operation of 
choice except for cases of very large hypertrophies. 
For the latter group, which he believes constitute 
about 30 per cent of all cases of prostatic obstruc- 
tion, he prefers open operation. 

TueoputL P. Graver, M.D. 


INTERNATIONAL ABSTRACT OF SURGERY 


Reggiani, M. M.: The Behavior of the Testicle Fol- 
lowing Partial or Total Removal of the Parietal 
Portion of the Tunica Vaginalis (Il comporta- 
mento del testicolo in seguito alla asportazionc 
parziale o totale del foglietto parietale della vaginal 
propria). Arch. ital. di chir., 1934, 37: 663. 


The author states that his study was instigated 
by the disagreement in the results of removal of the 
tunica vaginalis which have been reported in the 
literature. While some investigators claim that 
removal of the tunica vaginalis has no effect on the 
testicle, others state that it may cause the testicle 
to undergo partial or complete atrophy. 

Reggiani’s study was made on dogs. In nine dog: 
the tunica vaginalis was removed partially, and i) 
ten dogs it was removed completely. At definite 
intervals thereafter the testicles were removed for 
microscopic study. In both groups of animals de 
generative changes were found in the testicle soon 
after the operation. These affected all varieties of 
seminiferous epithelia. Their degree seemed to le 
directly proportional to the differentiation of the 
cell. The interstitial cells of Leydig were markedly 
resistant to change. By special staining methods, 
glycolysis and lipolysis were demonstrated early. 
In a short period of time the degenerative changes 
disappeared and restitution occurred. The glycogen 
and fat returned to normal in about a month, ani 
spermatogenesis and the appearance of the testicle 
returned to normal in about three months. The 
changes in the epididymis were practically negligible 

The author explains the changes observed as « 
reaction to the trauma of the surgical procedure. 

A. Louts Rosi, M.D 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Lucchese, G.: The Influence of the Suprarenals on 
the Formation of Bony Callus (L’influenza delle 
surrenali sulla formazione del callo osseo). Policlin., 
Rome, 1934, 41: 579. 

The author reviews the history of our knowledge 
of the functions of the suprarenals. He calls atten- 
tion to the importance of the suprarenal cortex as 
evidenced by the multiplicity of its functional ac- 
tivities. To determine the influence of the supra- 
renals on callus formation he performed experiments 
on three groups of guinea pigs each of which in- 
cluded four animals. In all three groups the radius 
was fractured and the ulna left intact. In Groups 1 
and 2 a partial suprarenalectomy was done ten days 
later, and in Group 2 the operation was followed by 
the daily administration of cortical extract. In 
Group 3, which served as a control, only fracturing 
of the radius was done. One animal of each group 
was examined after ten, twenty, thirty-five, and fifty 
days. In Group 1, roentgen-ray examination and 
biopsy showed delayed and deficient healing even 
after fifty days. In Group 2, they showed more than 
normal and more rapid callus production. In 
Group 3, they showed more marked healing than 
in Group 1 and less marked healing than in Group 2. 

Lucchese concludes that deficiency of the supra- 
renals retards fracture healing, and that the injec- 
tion of an extract of the suprarenal cortex advances 
fracture healing. Barpara B. Stimson, M.D. 


Ellis, R. W. B.: Osteopetrosis (Marble Bones; 
Albers-Schoenberg Disease; Osteosclerosis 
Fragilis Generalisata; Congenital Osteo- 
sclerosis). Proc. Roy. Soc. Med., Lond., 1934, 27: 
1563. 

Osteopetrosis is known by several other names: 
“marble bones,’’ ‘‘Albers-Schoenberg disease,” 
“osteosclerosis fragilis generalisata,” and ‘‘con- 
genital osteosclerosis.”’ It is characterized by areas 
of increased density symmetrically arranged. The 
compact bone encroaches on the medullary cavity, 
almost obliterating it. The most common sites of 
the lesions are the base of the skull, the vertebral 
bodies, and the long bones. Other bones usually 
show some degree of osteoporosis. Except for club- 
bing of the ends of the long bones and the posterior 
clinoid process, the general shape of the bones is un- 
changed. The name ‘‘marble bones” was not well 
chosen as the bones break more easily than normal 
bones. The term ‘‘chalky bones” has been suggested 
as the bones can be drilled and broken as readily 
as chalk. However, it is claimed by some that the 
sclerosed bone is abnormally hard and breaks in 
transverse areas of decreased density. 


The disease is frequently familial. There are 
records of cases in which one of the patient’s parents 
had the same affection. The condition may be 
present at birth. Delayed eruption of the teeth and 
dental caries are common. Encroachment of the 
cortex on the marrow cavity causes a disturbance 
of the blood-forming system resulting in certain 
forms of anemia and leukemia. The enlargements at 
the base of the skull sometimes cause neurological 
symptoms. Some of the cases of delayed growth may 
be due to pressure on the pituitary gland by the 
hypertrophied clinoid process. 

The author reports two cases. The patients were 
brothers. One of them was two years and ten 
months of age and the other a year and a half. The 
parents were English and were second cousins. 
Neither the parents nor any of their relatives had 
a history of abnormal bone conditions. Both of 
the patients were delivered with instruments. The 
older boy was normal up to the age of six months. 
He then had a convulsion at the onset of pneu- 
monia. Thereafter his eyesight was defective. His 
skull showed bulging of the frontal and parietal 
regions. Closure of the anterior fontanelle was 
delayed. The teeth were chalky and showed defec 
tive calcification. The fingernails showed platyony- 
chia. There was bilateral primary optic atrophy. 
Roentgen examination revealed increased density 
at the base of the skull and of the cortices of the 
long bones, marked expansion of the ends of the 
diaphyses, and cortical encroachment on the medul 
lary cavity. The Wassermann test was negative 
and the blood count normal. The serum calcium 
was 8.9 mgm. per cent and the blood phosphatase 
12.5 units. 

The younger brother was breast fed for three 
months and then given cow’s milk and a proprietary 
emulsion. His first teeth appeared at the age of 
five months, and he began standing when he was 
seventeen months old. He had a massive skull 
with a wide anterior fontanelle. A pigeon-breast 
deformity, beading of the ribs, and expansion at the 
ends of the long bones were found. [ye examina 
tion revealed dilatation of the pupils, bilateral 
internal strabismus, and bilateral primary optic 
atrophy. The calcification of the teeth was defective, 
and the nails showed platyonychia. The roentgen 
findings were practically the same as in the brother. 
The Wassermann test was negative. The serum 
calcium was 9.97 mgm. per cent and the phos- 
phatase 9.6 units. In neither case was there clinical 
evidence of thyroid or parathyroid enlargement. 

These cases demonstrate the hereditary tendency 
of the disease and the disturbance of calcium 
metabolism. In some cases calcium deposits have 
been found in the tendons, myocardium, skin, 
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vessels, and renal pelves, showing that the disease 
is more than a bone affection. 

On the basis of the theory that the increased 
calcium deposits were due to parathyroid deficiency, 
the author’s patients were given daily injections of 
parathyroid hormone. In both cases there was an 
immediate rise in the serum calcium during the 
injections, but after about two weeks this was 
followed by a rapid fall. The fall was attributed to 
an “immunity” to the injections. The blood 
phosphorus varied inversely with the calcium. 

The results of the treatment were in accord with 
the findings of studies on rats. The evidence appears 
to indicate that the disease is of parathyroid origin. 

WILLIAM ARTHUR CLARK, M.D. 


Richard, A., Dupuis, V. P., Roederer, C., and 
Froyez, R.: The Dyschondroplasia of Ollier 
(La dyschondroplasia d’Ollier). Presse méd., Par., 
1934, No. 92, 1833. 

The authors report in detail two cases of multipl- 
skeletal anomalies in girls seven and eleven years of 
age. The anomalies consisted chiefly of shortening 
and deformities of the long bones of the extremities 
and of the small bones of the hands and feet with 
secondary dislocations. The condition was discov- 
ered during earliest infancy, but hereditary fac- 
tors could not be demonstrated. 

Clinically, the lesions appeared to be exclusively 
unilateral in one case and predominantly unilateral 
in the other. The right lower limb showed shorten- 
ing of 9 cm. in the first case and shortening of 11 
cm. in the second case. The right upper limb showed 
shortening of 4 cm. in the first case and shortening 
of 7 cm. in the second. The lesions in the hands 
consisted of shortening and deviation of the digits. 
The roentgen findings were also similar in the two 
cases, but were more pronounced in the second case 
than in the first. In the first case biopsy showed 
that the lesion was not a cartilaginous tumor but a 
cartilaginous dystrophy with islets of ossification. 
Osteoclasis performed when the patient was two 
and a half years old showed the lesions to be evolu- 
tionary. Osteotomy which was performed when the 
patient was seven years old and was followed by 
calcification within three months demonstrated 
that the dystrophy was capable of ossification. 

These findings justified the diagnosis of Ollier’s 
dyschondroplasia. 

While the term ‘“Ollier’s disease” is usually 
employed to designate any cartilaginous dystrophy, 
the authors define Ollier’s disease as a definite, well- 
differentiated clinical entity characterized by 
shortening and deformity of the diaphyses of the 
larger long bones. Osteochondromatosis involves 
primarily the extremities, especially the fingers. 

In the cases reported in the literature the condi- 
tion was predominantly unilateral, the lesion on the 
other side having been discovered only on roentgen 
examination. In sixteen cases the involvement was 
strictly unilateral. Ollier reported two cases in 
which the lesions were bilateral. 
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The dyschondroplasia begins during the first 
years of life. In some cases it has been discovered at 
birth. It occurs more frequently in females than in 
males. Except when associated with exostoses it 
is not hereditary. 

Particularly the long bones of the extremities 
and the small bones of the digits are involved. Flat 
bones, such as the iliac bones, the scapula, and the 
ribs may also be affected, but never the bones of 
the face, skull, spine, wrist, or ankle (except perhaps 
the calcaneum). The deformities increase up to the 
age of calcification, and if operated upon too earl, 
will recur. There are four stages: a cartilaginous 
stage, a stage of calcification, a stage of beginning 
ossification, and a stage of consolidation. 

In discussing the differential diagnosis of the 
condition from multiple exostoses and chondroma 
tosis, the authors state that the formation oj 
multiple exostoses begins during the second perio: 
of childhood, occurs more frequently in males than 
in females, frequently presents hereditary aspects, 
and causes only roentgenologically demonstrable 
lesions of the hands, the bones being formed wholl\ 
of enchondroses. The lesions are bilateral, and the 
appearance of chondromata in adults is quite rare 
In chondromatosis the lesions appear in earl) 
infancy, are more common in males than in females, 
frequently show hereditary features, the lesions of 
the hands are of prime importance, the epiphyses 
are formed of enchondroses, the lesions are bilateral, 
and chondromata are fairly common in adults. 

From his experiments Bentzon concluded that 
Ollier’s disease is not a growth dystrophy but 4 
metaphyseal metaplasia of sympathetic origin 
The authors believe, however, that the lesions 
produced experimentally by Bentzon were not 
those of Ollier’s disease. 

From the autopsy specimen described by Speise1 
in 1925, the authors conclude that the diaphysea! 
lesions in dyschondroplasia are either enchondroscs 
of periosteal origin or metaphyseal lesions develop 
ing in the diaphysis. The fact that the condition 
has been discovered at birth indicates there is « 
congenital bony dystrophy. The authors are of the 
opinion that whereas Ollier’s disease constitutes « 
distinct disease entity, it belongs with multiple 
exostoses and chondromatosis to a more genera! 
group of diseases for which they propose the name 
“‘chondrodystrophy”’ to signify changes in norma! 
osteogenesis with dia-epiphyseal and _periostea! 
changes consisting of the presence, at the level 0! 
the regions involved, of an abnormal amount of 
cartilage capable of ossification. 

EpitH SCHANCHE Moore 


Masselot, F., Jaubert De Beaujeu, A., and Bloch, 
E.: Progressive Myositis Ossificans (Myositis 
ossifiante progressive). Presse méd., Par., 1934, 42 
1823. 


Progressive myositis ossificans has been known in 
England since 1744 and in France since 1829, bu! 
was first recognized as a clinical entity by Muench 
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meyer in 1869. Although a rare condition, nearly 
300 cases have been reported. 

The authors report the case of a boy two and a 
half years of age which they consider very typical. 
The child was the fifth in a family in which the other 
children were entirely normal. The family history 
was negative. The patient was normal until one 
year of age, when he had an attack of dysentery. 
Three months later, a fall was followed by the 
formation of a hematoma in the left parietal 
region. The haematoma later disappeared but was 
followed by a series of nodular swellings in the 
cervical and occipital region, some of which dis- 
appeared and others of which showed ossification. 
When the child was seen by the authors, ossifica- 
tion in the cervical region had caused a slight 
anteflexion resembling that of cervical Pott’s 
disease, and there were osseous swellings in the 
left retromastoid region and the _ subclavicular 
region. Both pectoral muscles showed marked but 
asymmetrical ossification. Asymmetric osseous in- 
filtration was found also in the muscles of the 
scapula and sacrolumbar region. There were 
several congenital deformities—microdactylia, a 
deformity of the thumbs, bilateral hallux valgus, 
and cryptorchidism. Roentgenograms disclosed 
thickening of the clavicles, deformities of the bones 
of the hands, and bilateral coxa valga. They also 
showed that the bony swellings and infiltrations in 
the muscles were entirely independent of the bony 
skeleton, thus proving that they were not exostoses. 
On the medial border of each tibia there was a 
small exostosis originating near the point of insertion 
of the popliteus muscle. There was no definite 
increase of blood calcium and no evidence of endo- 
crine dysfunction. The child was active and, al- 
though there was some retardation of speech, was 
normal mentally. Attention is called to the fact that 
while, as in other cases reported, the congenital 
bony deformities were symmetrical, the development 
of the osteomata was asymmetrical. The co-existence 
of such bony deformities with progressive myositis 
ossificans supports the theory that the disease is 
due essentially to a congenital ‘‘ perversion”’ of ossi- 
fication or, more exactly, an anomalous develop- 
ment of the mesenchyme from which bone, cartilage, 
and connective tissue are formed. 

Various methods of treatment proposed for 
progressive myositis ossificans have not proved 
effective. Numerous drugs, including acids, iodides, 
fibrolysin, and mesothorium, have been tried with- 
out definite results. Radiotherapy, which has 
given encouraging results in the circumscribed form 
of myositis ossificans, has been advocated by Nové- 
Josserand, but is considered dangerous by Rosen- 
sten and others. The authors have not tried any 
form of physical therapy in their case, and do not 
think that surgery is indicated. They state that 
any operation would be only palliative and of value 
only to relieve a joint deformity or perhaps some 
other deformity definitely dangerous to life. 

ALICE M. MEYERS. 
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Bristow, W. R.: Acute and Chronic Sprains. Brit. 
M.J., 1934, 2: 669. 

The muscles may be considered the first line of 
defense of a joint. If a spraining force is too great 
or of too long duration, the muscles give way and 
the ligaments furnish the resistance. When the 
ligaments yield, a sprain results. Under extreme 
force, the bone takes the stress and a fracture results 
as the soft tissues are unable to protect it. 

In the diagnosis of sprain it is important to exclude 
fracture. If the tenderness is localized over a liga- 
ment attachment, the conclusion may be drawn 
that a simple sprain has occurred. If the bone is 
tender, a fracture should be suspected and a roent- 
genogram made. 

The principles of treatment of a sprained ankle 
include: (1) pressure to limit the swelling, (2) pro- 
tection to prevent further damage, and (3) encour- 
agement of function to promote recovery. A pres- 
sure bandage should be applied over cotton wool. 
The heel should not be left out as it is one of the 
parts most needing support. After about thirty-six 
hours the pressure bandage should usually be re- 
placed by a protective strapping. In slight sprains, 
however, this protection may not be necessary. 
Early use of the ankle should be advised. The 
patient should be encouraged to walk at once 
within reasonable limits. Stimulation with a faradic 
current helps the muscles to regain tone. Gentle 
massage should be given to get rid of the swelling 
and improve the circulation. 

Although simple sprains heal quickly, more severe 
sprains may be followed by persistent symptoms 
and recurrence. Chronic sprains are characterized 
by pain, muscle atrophy, limitation of movement, 
and synovitis. The patient with a chronic sprain 
may get into the hands of a bone-setter or other 
irregular practitioner who tells him that a bone is 
“out”? and proceeds to ‘‘put it back.”” What such a 
practitioner really accomplishes is the breaking up 
of adhesions which renders the patient more com- 
fortable. This can and should be done more often by 
the legitimate surgeon. 

For the treatment of the chronic sprain the author 
advises putting the joint through its full range of 
motion either under anesthesia or by repeated 
manipulations to the extent of the patient’s tolerance 
without anesthesia. The building up of muscle 
strength by active exercise and faradic stimulation 
is also of importance. The so-called “tennis elbow”’ 
may be classed as a chronic sprain. Other examples 
of such sprain are the tearing of muscle fibers from 
the pubic ramus (rider’s strain) and tearing of the 
soleus group. WILttAM ARTHUR CLARK, M.D. 


Smart, Sir M.: The Pathology and Treatment of 
Sprains. Brit. M.J., 1934, 2: 673. 


The author makes a distinction between the words 
“strain” and “sprain.” He defines “strain” as a 
rupture or injury of muscle fibers, and ‘‘sprain”’ as 
an injury to the joint ligaments and capsule. He 
states that the latter is the more serious lesion. 
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An acute sprain may be so slight that it is neg- 
lected by the patient. However, there is danger that 
the joint may subsequently be much less efficient 
because of the wasting and loss of tone in the mus- 
cles. The delicate areolar connective tissue which 
fills in the space between the more firm joint struc- 
tures and carries blood vessels and nerves is dam- 
aged in even the slightest injury, and the damage to 
this tissue may be responsible for continued dis- 
ability, especially when the treatment has been pro- 
longed rest. The soft areolar tissue becomes soaked 
in stagnant lymph, and unless the lymph is removed 
soon it undergoes hardening changes leading to or- 
ganization and adhesions which cause persistent dis- 
comfort and disability. Too much rest in treatment 
is responsible for this condition. Rest is only pallia- 
tive treatment. It relieves pain, but may lead to 
disastrous results. Of chief importance in recovery 
is the rate of absorption of the effusion, and this is 
best increased by active use. A recently injured 
muscle can be made to contract and relax without 
appreciable motion of the joint across which it passes. 
Such activity causes no pain, yet produces the de- 
sired effect. Wittram ArtHuR CrarK, M.D. 


Bossi, V.: Researches on the Method of Healing of 
Experimental Lesions of Tendons (Ricerche sul 
modo di guarigione delle lesioni sperimentali dei 
tendini). Arch. ital. di chir., 1934, 38: 433. 


The author presents some of his observations with 
regard to the structure of tendons and reports the 
results of his studies of the healing of wounds made 
by tenotomy in dogs, horses, and asses. In some 
of his experiments he left the tendon ends widely 
separated in order to study the influence of function 
on regeneration. In all of them the tendon sheaths 
and the external peritendineum were preserved. 

From his studies of tendons at periods ranging 
from forty-eight hours to two years after tenotomy, 
especially in the horse and the ass, Bossi concludes 
that all parts of tendons and their sheaths have re- 
generative powers. In young animals he found that 
the ends of the tendons of the flexors of the pha- 
langes, even when separated from 3 to 5 cm., united 
without suture by means of a new tissue formed 
between them which in time became tendinous. 

Under these conditions the process of regeneration 
of the tendon bundles and the internal and external 
peritendineum is similar to the process of normal 
development and growth of tendons. There is, in 
fact, a stage in which the collagen fibers are in long- 
itudinal and parallel formation and show newly 
formed tenoblasts and elements which provide the 
internal peritendineum to the secondary tendons. 
Between these formations of the collagen fibers are 
the histological elements from which the periten- 
dineum separating the tertiary tendon bundles 
is derived. 

The external peritendineum is re-formed by pro- 
liferation of the tenoblasts of its deep layer, some 
of which participate also in the formation of the 
new tendon fibers, 
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The new formation of tendons observed in the 
peripheral divided tendon in the horse from twelve 
to eighteen days after tenotomy with considerable 
separation of the cut ends indicates that in the 
equine species functional stimulation is not essentia! 
for the regeneration of tendons. 

Researches on the process of healing of tendons 
with large synovial sheaths indicate that the syno 
vium does not obstruct regeneration of the tenv 
blastic cells or other histological regenerative el 
ments of the tendon. 

The importance of the age, species, and generil 
condition of the animal in tendon repair is discuszse:! 

The reactivity and proliferating characteristics 0! 
the tendon sheath and the external and internal 
peritendineum are important for the healing of a 
divided tendon in an aseptic field. Observations 
indicate that the early development of these parts 
is an important prerequisite for the success of oper: 
tions on tendons. The hyperplasia in the sheaths 
often far surpasses the hyperplasia in the tendons 

A. Louts Rost, M.D 


Kecht, B.: Subacute Suppurative Osteomyelitis of 
the Atlas (Zur Kenntnis der subakuten eitrigen 
Osteomyelitis des Atlas). Wien. klin. Wehnscihr., 
1934, 1: 523. 

Non-specific suppurative disease of the vertebral 
column is relatively rare. To date, only about 200 
cases have been reported. Among these there were 
only 11 cases of osteomyelitis of the atlas. 

The danger from osteomyelitis of the atlas is very 
great since, in addition to sepsis, meningitis threatens 
life. In most cases the disease begins with pain in 
the region of the nape of the neck which very early 
leads to limitation of the movement of the neck 
After an interval, a high fever and chills develop. 
Soon, there is rigidity of the neck which frequently 
leads to a diagnosis of meningitis. The high fever, 
the often quite marked leucocytosis, and the mild 
character of the pain after jolting of the vertebral 
column speak against tuberculous spondylitis. There 
may be a history of furuncles, anginas, and trauma. 
The roentgenogram is either of no aid in the diag 
nosis or yields positive findings only relatively lat: 
Eventually an abscess may explain the picture. 

The author reports 2 cases, in one of which the 
diagnosis was confirmed by autopsy and in the other 
of which it was based entirely on the clinical and 
roentgen findings. In the first case the abscess was 
found behind the sternocleidomastoid muscle. | 
the second case it was retropharyngeal. In the firs! 
case the cause was a hemolytic streptococcus, (| 
in the second case the staphylococcus pyogene: 
aureus. (M. Hirscu.) Louts NeuwE tt, M.D 


Salisachs, L. G.: A Contribution to the Study of 
Radio-Ulnar Synostosis (Contribucién al estu 


de la sinéstosis radiocubital congénita). Rev. m// 


de Barcelona, 1934, 11: 295. 
Radio-ulnar synostosis is usually a congenital ma! 
formation and often hereditary. It is more frequent 
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in females than in males. It is characterized by 
osseous union of the two bones of the forearm at 
their proximal extremities. In many cases it is 
accompanied by other malformations such as hyper- 
trophy and incurvation of the radial diaphysis, 
atrophy and incurvation of the ulnar diaphysis, and 
dislocation of the head of the radius. 

The chief clinical sign is fixation of the forearm 
in pronation. Functional disturbances may remain 
masked by exaggerated movement in neighboring 
joints. The condition is disclosed by roentgen 
examination. 

The treatment is surgical. The two operations 
possible are: 

1. Section of the synostosis, resection of the head 
of the radius, and the introduction of a tag of muscle 
and fascia between the sectioned ends of bone. 

2. The formation of a pseudarthrosis in the radius 
by resecting a portion of its diaphysis below the 
synostosis. This procedure combined with physical 
therapy gives good results. 

WititaM R. MEEKER, M.D. 


Schaer, H.: Patella Partita (Die Patella partita). 
Ergebn. d. Chir., 1934, 27: 1. 


Partite patella is characterized by separation of 
the knee cap into two or more fragments. The 
anomaly was first described by Gruber, of St. 
Petersburg, in 1883. 

The condition is of five types. The author 
describes the individual types and the roentgen 
findings in each, citing illustrative cases from the 
literature. The first and second types are quite 
rare. The third type is by far the most common. 
To this type belong also the so-called emarginations 
(marginal defects) in the upper outer quadrant of the 
patella. The roentgenogram in this type usually 
discloses a bilateral half-moon-shaped osseous defect 
similar to that in the third type but without a 
demonstrable bone shadow in the defect. Another 
anomaly of the knee cap which shows a close rela- 
tionship to the third type of fissured patella is in- 
complete fusion with the main mass of the patella 
of an accessory nucleus on the upper, outer border 
of the knee cap. In the fourth type of patella 
partita the fissure is at the medial border of the 
knee cap. These types are rare. In the fifth type of 
partite patella, which was first described by 
Haenisch, the patella is divided by a frontal cleft 
and made up of two apposed concave disks sep- 
arated from each other by a uniform fissure plane 
several millimeters wide which is concave toward the 
knee joint. This condition causes no functional 
disturbances. It is believed to be a congenital 
anomaly. 

As a rule partite patella is first discovered by 
chance during roentgen examination of the knee 
joint for some other condition. Only occeasionally 
is its presence determined by clinical examination 
alone. In many cases of the second and third 
types there is a considerable increase in the trans- 
verse diameter of the knee cap. As a rule partite 
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patella is described as a harmless anomaly as it 
usually causes no symptoms. 

In the interpretation of the roentgenogram in a 
case in which the presence of fissured patella is 
doubtful it must be determined whether the condi- 
tion is an anomaly or a traumatic lesion such as a 
patellar fracture. In recent years this problem, which 
is so important in insurance cases, has given rise to 
lengthy discussions. As a rule the differentiation 
is relatively easy, but in some cases the diagnosis 
requires careful consideration of the history and 
clinical course and repeated examinations. 

In exceptional cases of partite patella surgical 
intervention is indicated, as when trauma has 
loosened and dislocated the isolated bony nucleus. 
The author cites a case. 

Knowledge of patellar variations in the animal 
kingdom is insufficient for a phylogenetic explana- 
tion of patella partita. However, from the findings 
of the investigations carried out to date it appears 
that in some cases ossification of the knee cap may 
be multicentric. This fact is the chief basis of the 
theory ascribing the origin of the fissured knee cap 
to the imperfect ossification of several nuclei. The 
conditions under which the abnormal ossification 
occurs are still unknown. On the basis of his own 
pathologico-anatomical studies the author ascribes 
patella partita to the persistence of epiphyseal 
lines which vary from case to case and show various 
degrees of cartilaginous degeneration. The problem 
of the nature of patella partita has given rise to long 
discussions and various theories. Gruber believed 
that the condition is the result of imperfect fusion of 
two osseous centers. This is the theory most gen- 
erally accepted today as it is known that the knee 
cap may ossify from several ossification centers. 
However, it is still unknown why, in certain cases, 
the bony patella arises from several nuclei, whether 
this multiplicity is based on a multinuclear anlage 
of the cartilage, or to what such an abnormal 
anlage is to be ascribed. 

Siemens was the first to report the familial occur- 
rence of split patella. He observed the condition 
in the father and a brother of one of his patients and 
in two brothers of another. 

From numerous cases, some of which he observed 
clinically himself, the author has gained the im- 
pression that knee joints in which the knee cap is 
fissured react considerably more intensely as re- 
gards the duration of symptoms as well as objective 
changes. (B. VALENTIN). JoHN W. BRENNAN, M.D 


Wiles, P.: Flat-Feet. Lancet, 1934, 227: 1089. 


The author describes the deformity of pes valgus 
and discusses the mechanism of its production and 
the methods of treatment. 

The normal longitudinal arch depends upon three 
factors: (1) a relation of the involved joints which 
permits transmission of the body weight from bone 
to bone, (2) maintenance of the position by active 
muscular contraction, and (3) tying together of the 
piers of the arch by the intrinsic muscles. 
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Pes valgus is an eversion and abduction of the foot 
made plantigrade by elevation of its medial border 
with involvement of the subastragaloid joints. It 
originates congenitally in the asthenic type of infant. 
It may become corrected when the child begins to 
walk or between the ages of four and six years. In 
other cases, frequently those of persons with poor 
muscular tone, the valgus posture persists into adult 
life. Adults who have had good foot posture pre- 
viously may acquire valgus feet as the result of 
muscular failure and postural imbalance brought 
about by illness, standing, prolonged fatigue, an 
increase in body weight, or shortening of the tendon 
of Achilles. 

As pes valgus is produced by eversion and abduc- 
tion, adduction and inversion with lowering of the 
head of the first metatarsal will produce a normal 
arch. This change is accomplished by a rotatory 
movement produced at the subastragaloid joint by 
one of the two following mechanisms: 

1. The forefoot and os calcis are moved inward 
while the leg is kept still, and the intoeing is cor- 
rected by external rotation of the whole leg and foot. 

2. The forefoot and os calcis are kept still while 
the leg is rotated externally. 

Especially the types due to muscular failure 
require this treatment which in reality consists of 
re-education of the muscles so that the patient un- 
consciously inverts and adducts the foot and de- 
presses the first metatarsal head. The ordinary 
mechanical arch support lifting up the inner border 
of the foot does not appreciably alter the position of 
the subastragaloid joint and is therefore of little 
value. As a rule defects of bodily posture, such as 
tilting of the pelvis, and diseases of the nervous 
system must be considered and treated before the 
valgus is corrected. Shortening of the tendon of 
Achilles is corrected by exercise or operation. 

Patience and codperation are necessary, and over- 
correction must be avoided. 

In painful flat-foot there may be scarified or con- 
tracted interosseous ligaments which require the 
breaking up of adhesions by manipulation and con- 
tinued motion to prevent recurrence. 

Rupo.pu S. Reicn, M.D. 


Scaglietti, O.: A Clinicostatistical Study of the 
Cases of Congenital Club-Foot Observed at the 
Rizzoli Orthopedic Institute in the Period from 
1899 to 1933 (Studio clinico-statistico sui casi di 
piede torto congenito osservati all'Instituto Or- 
topedico Rizzoli dal 1899 al 1933). Chir. d. organi 
di movimento, 1934, 19: 255. 


This report is based on 2,235 cases of club-foot 


representing 3,467 club-feet. The statistics are 
worked out in detail, shown by tables, graphs, and 
maps, and compared with those of other investi- 
gators. The findings are summarized as follows: 
Congenital club-foot was twice as frequent in 
males as in females and more frequently bilateral 
than unilateral. When it was unilateral it occurred 
more often on the right side than the left. It was 
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bilateral more frequently in males than in females, 
It occurred on the right side more often in females 
than in males, but on the left side with equal fre- 
quency in males and females. 

Pes equinus varus supinatus was present in So 
per cent of the cases. It was more frequently 
bilateral than unilateral. When unilateral, it oc- 
curred more often on the right side than on the left. 

Pes talus valgus occurred in 9.93 per cent of the 
cases. It was more frequently bilateral than 
unilateral. When unilateral, it occurred with equal 
frequency on both sides. 

Metatarsus varus was present in 4.92 per cent of 
the cases. It was more often unilateral than bilateral 
and occurred more frequently on the left side than 
on the right. 

Mixed forms were present in 5.1 per cent of the 
cases. The most common was equinus varus supi 
natus of one foot with talus valgus of the other. 

The data are insufficient to permit conclusions as 
to heredity and familial occurrence. 

Dystocia was reported with about the same [re- 
quency as in the cases of individuals without such 
deformities. The amniotic fluid was said to have 
been normal in quantity in 31.66 per cent of the 
cases, increased in 18.18 per cent, decreased in 40.53 
per cent, and absent in 0.63 per cent. These per 
centages seem high, especially as oligohydramnios 
is rather rare. The frequency of such records in 
cases of congenital club-foot indicates that such 
variations are of importance in the genesis of the 
deformities. Noteworthy also was the frequency of 
a history of podalic presentation (11.59 per cent of 
the cases). Undoubtedly the position of the fetus in 
the uterus and the consequent presentation are of 
etiological importance. 

Associated deformities were present in 7.69 per 
cent of the cases. The most common was congenital 
dislocation of the hip, which occurred in 2.55 per 
cent, and the next most common, multiple deformi- 
ties, which occurred in 1.96 per cent. 

The geographical relationships are interesting. In 
the Province of Bologna, congenital club-foot is 
more common in the flat regions than in the moun- 
tainous regions. In the province as a whole the con- 
dition occurs in about 1 of every 1,000 inhabitants 
but in a number of communes the corresponding 
figure is 1.50 and in one commune it is 2.15. Cuses 
occur in isolated regions. In some regions no cises 
have been observed for as long as thirty-four yeurs. 

Among congenital deformities, club-foot ranks 
second to dislocation of the hip and is followed by 
torticollis, the incidence of these 3 conditions being 
respectively 73.79, 18.81, and 2.72 per cent. 

The article is followed by a bibliography. 

M. FE. Morse, M.!? 


Lamy, L.: The Congenital Convex Valgus | vot 
(Pied valgus congénital convexe). Bull. et mim. 
Soc. d. chirurgiens de Par., 1934, 26: 484. 


In 1914 Nové-Josserand called attention to a 
special anatomical lesion of the congenital flat. ‘vot 
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which is different from that of the acquired flat-foot. 
When a lateral roentgenogram of a flat-foot of a 
child about fourteen years of age is examined, it 
will be noticed that the long axis of the calcaneum 
makes an angle of only 5 or 6 degrees with the sole 
of the foot, while in a normal foot this angle is 14 
degrees. The astragalus is depressed and inclined 
forward, and the cuboid is low at its anterior end. 
In the congenital flat-foot the angle between the 
calcaneum and the sole is reversed, this bone being 
rotated so that its posterior end is higher than its 
anterior end, and the angle with the plane of the 
sole opens posteriorly. The astragalus is also rotated 
or is tilted forward so that its long axis is almost 
perpendicular. The scaphoid is in contact with the 
superior surface of the neck instead of the head of 
the astragalus. The lower border of the skeletal 
structure forms a curve downward, the apex of the 
curve being at the calcaneocuboid joint. The foot 
itself shows a large convex valgus bulge. When seen 
from behind, the outer margin is higher than the 
inner and the tendon of Achilles makes a sharp curve 
inward. The anterior part of the foot is abducted 
and the toes are contracted in hyperextension. The 
fixed, irreducible character of the deformity is 
striking. The patient walks with difficulty and is 
easily fatigued. 

The author has operated upon six children for the 
correction of this deformity. In the cases of five of 
them the operation was done on both feet. The first 
patient was nine years old and had been under 
observation since birth. At operation on the left 
foot the vertical astragalus was exposed through an 
external incision and its inferior half removed, 
together with neighboring parts of the calcaneum, 
cuboid, and scaphoid. To obtain correction of the 
extreme valgus deformity it was necessary to cut the 
peroneal tendons and lengthen the extensors. Bone 
chips were placed in an open space in front of the 
external malleolus. A plaster cast was then applied 
with the position of the foot corrected as much as 
possible. In the right foot the astragalus was re- 
moved completely with the exception of the superior 
cartilaginous part, but neither the peroneals nor the 
extensors were cut. The leg was advanced over the 
foot, and a somewhat better arch obtained than in 
the left foot. The result was very gratifying. The 
child was able to maintain a normal equilibrium, 
walk, run, and wear shoes of normal shape. 

in the case of the second patient, who was five 
years old, astragalectomy was done on both feet 
with a good result. To reduce the deformity it was 
necessary to cut the external lateral ligament. A 
similar procedure was carried out in the four other 
cases with good results. 

The foot is placed in moderate varus for one 
month, and at the end of that time a light brace is 
made over a model of the foot. Walking is begun at 
the end of two months. Reports in the literature 
show that other surgeons are in accord with the 
author regarding the operative procedures. The 
necessity for removing the astragalus, sectioning 
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the external lateral ligament, and filling up the 
space in front of the external malleolus is em- 
phasized. Wituram Artuur Ciark, M.D. 


Browne, D.: 
227: gg. 


Talipes Equinovarus. Lancet, 1934, 


Abnormal dimples are produced by the contact of 
bony points with the uterine wall and increased 
intra-uterine pressure. Talipes equinovarus is a 
bending deformity with pressure on the outer border 
of the foot caught in an unyielding position, with 
“metatarsal” and “extreme” varus of varying 
degree. Muscle atrophy results from immobiliza- 
tion, and the peronei and extensors are stretched 
while the stronger opposing muscles remain con- 
tracted. 

Single deformities are never severe. Bilateral de- 
formities are always nearly equal. 

The equinovarus deformity favors the stronger 
calf muscles and, if untreated, becomes progressively 
worse, whereas the common calcaneus is self-correct- 
ing because of the excess of power of the calf muscles 
over their opponents. 

The author rejects the theories which attribute 
club-foot to nervous factors, arrest of develop- 
ment, hydraulic pressure, defective germ plasm, 
and congenital dislocation of the astragaloscaphoid 
joint. However, he admits that the hypothesis of a 
mechanical origin of the condition has not been 
proved. 

The aims of treatment are natural use of the fore- 
foot held at the correct angle of 20 degrees outward 
from the sagittal plane of the body and full range of 
motion in the joints. Correction of the deformity of 
the heel follows naturally. The device used should 
not only correct the position of the forefoot but 
allow its use so that unbalanced and atrophied 
muscles will be aided. 

In the author’s method of treatment the deformity 
is corrected by forcible manipulation into the op- 
posite deformity of calcaneovalgus. In the cases of 
infants under two years of age this is done with the 
hand, and in the cases of older individuals with a 
simple ‘‘nutcracker” vice which the author de- 
scribes. The procedure causes very little soreness. 
After the correction, the feet are placed in aluminum 
splints or club-foot boots. The normal foot is kept 
at 20 degrees with the sagittal plane and the de- 
formed foot in calcaneovalgus. This position is 
maintained by a horizontal crossbar between the 
legs. The manipulation is repeated every two weeks. 
Use of the feet is encouraged. Older patients are 
taught to walk with the apparatus. 

The author discusses the use of the Thomas 
wrench, tenotomy, open operation, plaster-of-Paris 
immobilization, adhesive plaster fixation, club-foot 
shoes, and fixation on the bent knee. He maintains 
that tenotomy and open operation are definitely 
contra-indicated. He believes that the results of his 
method in previously untreated cases are better 
than those obtained by other procedures. 

Rupovpu S. Reicu, M.D. 
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Bonnet and Du Bourguet: Indications for Rachi- 
synthesis (Indications de la rachisynthése). Rev. 
de chir., Par., 1934, 53: 654. 

Rachisynthesis, or arthrodesis of the spinal col- 
umn, is a method of surgically immobilizing a sec- 
tion of the spinal column. It may be articular or 
extra-articular or both. The methods of immobiliz- 
ing the spinal column employed heretofore—the use 
of the plaster bed, continuous extension, and the 
plaster corset—are all more or less imperfect, time- 
consuming, and expensive. Absolute fixation can be 
brought about by operation in a much shorter time. 

The operation most frequently performed is 
Albee’s rigid grafting. In this procedure the spinous 
processes are exposed and the processes of the dis- 
eased vertebra or vertebra and the vertebrae imme- 
diately above and below the latter are split. A graft 
of the desired length taken from the patient’s tibia 
is then placed in the clefts in the spinous processes 
and fastened by fixing a layer of muscle and aponeu- 
rosis over it. Variations of this procedure are used 
to adapt the operation to special conditions. 

The operation is indicated in severe scoliosis fol- 
lowing infantile paralysis in which the prognosis 
under ordinary orthopedic treatment is poor. As a 
rule it should be performed about two years after 
the attack of infantile paralysis. It is indicated in 
all forms of scoliosis which cannot be corrected by 
ordinary orthopedic treatment, including progressive 
congenital scolioses with a tendency toward aggrava- 
tion, old rachitic scolioses with a tendency to pro- 
gress, and essential scolioses which become worse in 
spite of treatment. In the presence of active pul- 
monary tuberculosis scolioses should not be oper- 
ated upon, but after the tuberculous lesions have 
become stationary ankylosis of the spinal column in 
good position may be done and will improve the lung 
capacity. The cases must be carefully selected and 
the operation performed at just the right time. In 
cases of scoliosis following thoracoplasty, pleurisy, 
chorea, or tetanus, a cure can be obtained by ortho- 
pedic treatment and operation is not indicated. 
Operation, when necessary, should be performed be- 
fore vicious attitudes have become irreducible. 

As a general rule the spinal graft should not be 
applied until between the tenth and twelfth years of 
age. The operation should be preceded by ortho- 
pedic treatment to bring about a good position. 
The osteosynthesis will maintain the correction 
brought abcut by the orthopedic treatment, fix the 
scoliosis, prevent recurrence in yo per cent of cases, 
improve the general condition and the circulation, 
increase the capacity of the lungs, and decrease 
tachycardia and polypnoea. 

The operation is indicated in spondylolisthesis 
and in closed traumata of the spinal column. In 
tuberculosis of the spinal column in young children 
it is indicated only exceptionally as it may interfere 
with growth. However, in high cervical and sub- 
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occipital lesions it may be necessary as a life-saving 
measure. It is indicated absolutely in the cases of 
patients between fifteen and thirty-five years of age, 
relatively in the cases of patients between thirty- 
five and fifty years of age, and only exceptionally in 
the cases of patients more than fifty years old. 
Aubrey Goss Morcan, M.D 


Massart, M.R.: Sacro-Iliac Surgery (Chirurvie 
sacro-iliaque). Bull. et mém. Soc. d. chirurgiens de 
Par., 1934, 26: 467. 

Unlike most joints, the sacro-iliac joint is formed 
embryologically by the juxtaposition of two bony 
systems rather than by vacuolization in the bone. 
The thin band of tissue separating the bones forms 
the articular cavity. The physiological adaptation 
of this joint to the upright position is not complete. 
The poor fixation of the sacrum to the pelvis gives 
rise to numerous anatomical anomalies and _ func- 
tional disturbances. When the cause of certain 
forms of scoliosis is sought the sacro-iliac region 
should not be ignored. The line of the articulation 
may be so oblique that the sacral spine lies at an 
angle with the perpendicular axis of the pelvis. ‘This 
results in a low lumbar scoliosis such as was found 
by the author in a child ten years of age. In this case 
the pelvic ring was not completely closed in the 
back and surgical fixation of the sacrum on the 
pelvis was proposed. 

Sacralization is observed rather frequently. |i it 
is unilateral it may become a veritable infirmity. 
Fixation of the sacrum on the pelvis by bilateral 
arthrodesis or bone grafting will correct the poor 
attitude and relieve the symptoms. 

A hypermobile sacrum will cause symptoms and 
a disturbance of symmetry in the lumbar spine. In 
the case of a girl of fourteen years this condition 
was cured and a lumbar scoliosis was straightened 
out by surgical fixation of the sacrum. Hypermo 
bility due to trauma will usually correct itself in 
time without surgical intervention. 

Tuberculosis of the sacro-iliac joint is a positive 
indication for surgical arthrodesis. The introduction 
of a transverse graft from one ilium through the 
sacrum to the other ilium was first reported by the 
author in 1932 and since then has been done with 
success by others. The author has performed this 
operation on more than twenty patients. Walking 
is allowed after about three months. All of the 
results indicate that this extra-articular tibial graft- 
ing is an excellent procedure. 

WILLIAM ArTHUR CLARK, M1) 


Bristow, W. R.: Results of Operations on Painful 
Hips. Ann. Surg., 1934, 100: 1043. 


In cases of painful hip persistence of the pain and 
progressive disabling deformity are the two indica- 
tions for operative treatment after conservative 
measures have failed. The two operations to be «on- 
sidered are arthrodesis and arthroplasty. 

In thirty-five of forty-two cases in which arthro- 
plasty was done the pain was relieved, but the range 
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of movement remained small and the patients had a 
decided limp. Of fifty-six cases of non-tuberculous 
arthritis, arthrodesis resulted in a stable hip in 
thirty-seven, and of forty-five cases of tuberculous 
hip, it resulted in bone fusion in eighteen, Arthro- 
plasty fails if an active infectious process is present, 
and the presence of such a process is often difficult 
to determine. The results of arthroplasty cannot be 
predicted. This operation should be done only when 
there is a definite indication for mobilization of the 
hip joint. The results of arthrodesis are predictable, 
this operation therefore being generally the prefer- 
able intervention. Cuester C. Guy, M.D. 


Huet and De Fourmestraux: The Treatment of 
Suppurative Arthritis of the Knee Exclusive 
of War Injuries (Traitement des arthrites sup- 
purées de genou en dehors des traumatismes de 
guerre). J. de chir., 1934, 44: 537. 


The authors omit post-war injuries from their 
discussion as these represent the most virulent type 
of suppurative arthritis. They state that suppurative 
arthritis of the knee is rarely a metastatic arthritis 
of hematogenous origin. In almost all cases it may 
be traced to a surgical cause. The most common 
causes are puncture wounds, surgical intervention 
on the knee joint for meniscus removal or the intro- 
duction of a Kirschner wire, osteomyelitis with 
erosion of the articular cartilage, and periarticular 
suppuration such as occurs in prepatellar bursitis. 
Two types are to be distinguished—an articular 
empyema (Volkmann’s purulent synovitis) and a 
capsular phlegmon. In the former spontaneous 
healing may occur, but in the latter the prognosis is 
unfavorable as almost always there is complete loss 
of function. In the empyema the physical signs are 
almost all localized and motion in the joint is im- 
possible because of the muscle spasm. In cases of 
capsular phlegmon the muscles lose their power of 
splinting and there are marked constitutional symp- 
toms. 

The operative procedures include puncture with 
a needle or trocar, with or without lavage; enlarged 
punctures; arthrotomy with or without drainage; 
synovectomy; the Laewen operation; resection; and 
amputation. Treatment with vaccines, bacterio- 
phages, and specific sera has also been recommended. 
The authors believe that in the cases of adults punc- 
ture should be done immediately and if the tempera- 
ture does not fall arthrotomy should be performed. 
The arthrotomy should be sufficient to permit 
adequate drainage. In cases of empyema, active 
motion should be instituted immediately and if it 
is too painful should be facilitated by the use of 
novocain. In cases of the phlegmonous type immo- 
bilization is indicated. In the very severe cases in 
which immobilization does not result in restoration 
to normal or at least a reduction of the fever, joint 
resection should beconsidered. In the cases of in- 
fants, in which resection is impossible, synovectomy 
or temporary disarticulation should be done. 

WititaM C. Beck, M.D. 


FRACTURES AND DISLOCATIONS 


Houdard, L., and Judet, J.: The Value of Modern 
Methods of Osteosynthesis by External Fixa- 
tion in the Cases of Adults (Valeur des méthodes 
actuelles d’ostéosynthése par fixateur externe chez 
Vadulte). J. de chir., 1934, 44: 673. 

The authors state that the method of holding bone 
fragments in place by nails projecting through the 
skin fell into disrepute because of various difficulties. 
They believe, however, that the difficulties can be 
overcome and that this method is of great value as 
it provides rigid fixation without the presence of 
metallic substances in the immediate region of the 
fracture. They do not believe that the nails favor 
the spread of infection from the skin surface to the 
bone. 

They describe briefly the techniques previously 
used, especially the method of Boehler. Boehler 
places a metal guide on the reduced fracture for the 
introduction of the screws and uses a special clamp 
to hold the bone fragments and guide together. 
After the screws have been inserted and bolted to 
the external plate, the guide is removed. The diffi- 
culty encountered in this method is the application 
of the guide to areas where the bone is flattened out 
or curved or the maintenance of reduction is difli- 
cult. Therefore the authors now employ the method 
devised by Judet. In this procedure, which is based 
on the same principles as that of Boehler, the ex- 
ternal plate is used as a guide for the screws. ‘The 
clamp holding the fragments reduced is therefore 
undisturbed during the application of the screws and 
the incision need not be so large. The authors do 
not describe their technique in detail, but state that 
the screws must be placed as far as possible from the 
site of the fracture except where a loose fragment 
necessitates direct fixation. The screws must go 
into the opposite cortex, but should not project. 
The apparatus must be so placed as to avoid the 
neighborhood of important nerves and blood vessels. 
No plaster should be used. The patient should be 
encouraged to move the adjacent joints. The screws 
are easily removed after the fracture has healed. 
The authors believe that this method may be 
employed for cases of pseudarthrosis and compound 
fractures. 

They report twenty-seven cases and include in 
their article a number of roentgenograms showing 
the apparatus. BARBARA B. Stimson, M.D. 


Févre, M., and Dupuis, P.: The Treatment of Ir- 
reducible Congenital Dislocation of the Patella 
(Traitement de la luxation congénitale irréducible 
de la rotule). J. de chir., 1934, 44: 833. 


The authors state that an extensive joint opera- 
tion is necessary for the correction of irreducible 
dislocation of the patella. In Europe the procedure 
of Roux with various modifications has been most 
widely used. This operation, which involves trans- 
plantation of the entire extensor apparatus of the 
knee joint and replacement of the patella in its cor- 
rect position, leaves a considerable defect in the 
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external capsule of the joint. Many methods have 
been proposed to close the defect. The authors 
employ the method of Ali Krogius as modified by 
Lecéne. Their technique is in effect a combination 
of two operations, the procedure of Roux followed 
by the Lecéne modification of the Ali Krogius opera- 
tion. It consists of the following six steps: (1) inci- 
sion and the formation of a cutaneous flap; (2) com- 
plete liberation of the patella; (3) the formation of a 
capsular and muscular flap by the Ali Krogius- 
Lecéne method; (4) fixation of the anterior tuber- 
osity of the tibia in such a way that the axis of 
traction on the extensor apparatus is correct and 
extension and flexion of the knee are possible; (5) a 
plastic operation in which the capsular and mus- 
cular flap is passed above the patella to hold it and 
is used to repair the defect in the external capsule; 
and (6) hemostasis and closure of the wound. 
Postoperatively the wound is frequently and care- 
fully dressed to maintain the vitality of the cuta- 
neous flap. The leg is immobilized in a light appa- 
ratus that permits frequent dressings. Care is taken 
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to avoid continuing the immobilization too long 
Passive movements are begun by the tenth dav if 
the condition of the skin flap is good, and are fo] 
lowed by active movements without weight bearing. 
Walking is begun between the twentieth and 
thirtieth days. In this way stiffness of the joint is 
prevented. 

The operation should be done when the disloca- 
tion begins to cause definite functional disturbances 
and before arthritis develops. As a rule definite 
functional symptoms are not noted before the age of 
eight years. 

The authors report two cases in which they per 
formed their operation. The patients were children 
eight and eight and a half years old respectively. At 
the time this report was written, six and three 
months respectively after the operation, both of ihe 
children were walking easily although some anatom 
ical abnormalities persisted. In one case the gait 
was entirely normal. In the other there was a slight 
external rotation, but this was gradually diminishing. 

Attce M. MEyErs, M.1) 
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BLOOD VESSELS 


Curtillet, E.: Migrating Intravascular Projectiles 
(Les projectiles intra-vasculaires migrateurs) J. de 
chir., 1934, 44: 715. 

[he authors report a case of migrating intra- 
vascular projectile, review the literature, and dis- 
cuss the history, mechanism, pathological anatomy, 
clinical features, and treatment of this form of em- 
bolism. 

‘The case reported was that of a man who had 
shot himself in the epigastrium with a revolver in 
an attempt at suicide. Because of the patient’s 
state of profound shock and the absence of the usual 
signs and symptoms of intraperitoneal damage, ex- 
pectant treatment was given. A roentgenogram re- 
vealed the bullet at the level of the head of the left 
femur. In the course of a few hours paralysis of the 
left lower extremity developed. On the basis of 
the single roentgenogram the bullet was assumed to 
be located in the gluteal region. Following the de- 
velopment of abdominal rigidity laparotomy was 
performed. After repair of a wound of the liver no 
other source of haemorrhage could be found and the 
absence of a retroperitoneal haematoma seemed to 
preclude the possibility of a vascular lesion. Re- 
covery from the operation was uneventful. In addi- 
tion to the paralysis of the leg there was total in- 
sensibility to pain extending medially up to the 
level of Hunter’s canal and laterally to the calf of 
the leg. This was bordered by a zone of hypesthe- 
sia two fingerbreadths wide. Loss of tactile sensa- 
tion was more discrete. During the following days 
the paralysis and sensory disturbances gradually re- 
gressed. The patient left the hospital on the twenty- 
seventh postoperative day suffering simply from 
weakness of the leg. Three weeks later he returned 
because of lancinating pain in the leg and a sluggish 
burn on the dorsum of the foot. Roentgenograms 
made at that time revealed the bullet in Scarpa’s 
triangle where it could also be palpated. At opera- 
tion under local anaesthesia the bullet was found 
within the femoral artery at the level of the deep 
femoral artery. Here the vessel was hyperemic and 
swollen. The bullet was removed and the artery 
sutured. Recovery was uneventful. A month later 
the sensory disturbances had disappeared com- 
pletely, the burn had healed, and only a moderate 
muscular weakness remained. 

The first case of this nature recorded in the litera- 
ture was reported by Hammick in 1840 before the 
Royal College of Surgeons. The second was a case 
seen by White and reported by Bland Sutton in 
1852. The third case was reported by Schloffer in 
1903. Since then the condition has been reported 
more frequently, largely because of the World War. 


It was discussed from various aspects in the theses 
of Forthomme and Fritsch published respectively 
in 1918 and 1920 and in recent articles by Achard 
and Binet, Piédeliévre, and Martin. 

In thirty-four collected cases the bullet entered 
the circulation through the heart, one of the large 
arteries or large veins, or the superior longitudinal 
sinus. 

According to one theory, a bullet will remain in a 
vessel only if the wall of the vessel opposite the 
perforation is in contact with bone. However, re- 
ports show that this is not always the case and it is 
possible to assume only that the bullet passes through 
one wall with insufficient force to penetrate the op- 
posite wall. According to another theory, the pene- 
tration of the vessel wall is only partial and the 
blood current, by tilting the bullet, causes it to 
fall into the lumen. 

The migrations of the bullet are extremely vari- 
able. When projected into the greater circulation 
through a wound in the heart or aorta, a bullet 
finds its way most often into the left common iliac 
(ten of fifteen cases), less often into the right com- 
mon iliac artery (four of fifteen cases), and rarely 
into other branches (the axillary branch, one case 
in fifteen). 

In the venous system gravity determines in some 
measure the migrations of the projectile. The bullet 
usually enters one of the vene cavie and after sev- 
eral days reaches the heart. In one case it entered 
the right auricle and later was found in an iliac 
vein. In another, it passed from the subclavian to 
lodge in the inferior vena cava by way of the right 
auricle. Grandgérard saw a bullet pass from the 
right auricle to Scarpa’s triangle and then to the 
iliac fossa. In a case reported by Walcher a bullet 
entered the superior sagittal sinus, passed into the 
lateral sinus, and lodged in the jugular foramen. 
Rarely, a projectile reaches the pulmonary circula- 
tion through the right heart or reaches the left 
heart after having entered a pulmonary vein. 

When a projectile enters the right ventricle it 
usually remains there. When it enters the left 
ventricle it is expelled by the ventricle into the 
general circulation. 

Unless the heart is reached, pojectiles in the 
venous circulation cause few or ro signs whereas 
projectiles in the arterial system promptly act as 
emboli and should be treated as such. 

The clinical signs of intra-arterial projectiles are 
those of embolism, namely, sudden pain in the leg 
with cyanosis, coldness, and usually paralysis and 
loss of sensation. The subsequent development of 
gangrene depends upen the condition of the arteries 
and whether propagation of a thrombus occurs. 
Trophic ulcerations are common. 
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Projectiles in the right heart give rise to pre- 
cardial pain which is increased by movement (Duval 
and Barnsby, 1918) or “to sensations of oppression 
and impending death with facial pallor’ (Debeyre, 
1918). When they are discharged into the lung the 
usual signs of pulmonary embolism appear. 

The prognosis of intravascular projectiles is diffi- 
cult to establish. In the cases reported the mortality 
was about so per cent, but except in one case in 
which the patient died of pulmonary embolism 
(Fry’s case cited by Bland Sutton, 1919) the deaths 
were unrelated to the migration of the projectile. 

The treatment of arterial embolism is arteriotomy 
with suture if the arterial wall is relatively normal 
or ligation and resection of the involved segment 
(Leriche) if the arterial wall is damaged. 

Projectiles in the venous system should be 
promptly removed because of the danger that they 
may reach the heart. In the interval before treat- 
ment the patient should be prevented from lying in 
a completely recumbent position. After the pro- 
jectile has reached the right heart the surgeon is 
powerless. Attempts at removal have always been 
fatal (Debeyre, 1918). Atbert F. DE Groat, M.D. 


Contiades, X. J., and Naulleau, J.: Results of 
Arteriography in Diseases of the Arteries and 
Tumors (Quelques résultats de l’artériographie 
dans les affections artérielles et les tumeurs). Presse 
méd., Par., 1934, No. 92, 1866. 


The study of arteritis by arteriography is only one 
of the possible uses of this new procedure. Arteriog- 
raphy may prove to be of value as a general diagnos- 
tic method. Its technique has been perfected to a 
high degree by Reynaldo Dos Santos, but the ideal 
contrast medium remains to be discovered. At the 
present time two types of substances are used: (1) 
organic iodine preparations such as _ uroselectan, 
abrodil, and tenebryl, the injection of which is pain- 
ful and necessitates the induction of general anzs- 
thesia, and (2) thorotrast, the injection of which is 
painless and can be accomplished by simple trans- 
cutaneous puncture. In the forty cases in which the 
authors have used thorotrast they have noted no ill 
effects. However, thorotrast is not promptly elimi- 
nated. It remains fixed in the reticulo-endothelial 
tissues and because of its slight radio-active property 
may eventually have an injurious effect. For this 
reason caution is indicated in its use. 

In this article the authors discuss the use of arte- 
riography only for the study of senile arteritis, 
arterial embolism, and tumors. 

In senile arteritis the extent and degree of the 
vascular lesions vary from case to case. However, 
in examination of the roentgenograms one is struck 
by the diffusion and bilateral distribution of the 
lesions. Both the principal arteries and collateral 
vessels are involved. The arterial image loses its 
regular contours and curves, becomes tortuous, and 
shows a varying opacity. In parts, the lumen of a 
vessel is constricted to a thread or completely 
obliterated. Below the site of a complete oblitera- 
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tion only the collateral circulation insures a blood 
supply to the limb. Arteriography reveals also the 
frequency of the segmental obliteration of arterial] 
lumina to which Leriche and others have called 
attention and below which the vessels again bh 
come permeable. 

Arteriography is of special importance in the 
demonstration of collateral circulation. 

In studies of the circulation of the limbs it yiel:'s 
information as to the tonicity of the vascular walls 
Failure of injection signifies functional failure bi! 
not necessarily anatomical obliteration. 

The authors have compared their arteriograp!:i: 
findings in ten cases with the findings of other 
methods of exploration such as oscillometry aiid 
the cutaneous vasodilatation test. In‘ cases of ex 
tensive obliterations in the thigh and leg, oscillonic 
try revealed only one important factor, namely, 
abolition of pulsations in these two parts of ihe 
limb. However, this may occur in very different 
conditions; for example, with gangrene or, when 
vascularization is perfectly compensated by c\! 
lateral circulation, without any trophic disturbanccs 
Oscillometry gives no information as to the condi 
tion of the collateral circulation or the trophic coi 
dition of the limb. The results of the cutane iis 
vasodilatation test are not always reliable as ace- 
quately vascularized areas sometimes fail to give a 
vasomotor response. 

The information obtained by arteriography with 
regard to the circulation of the limbs includes: (1) 
the existence and site of arterial obliterations, 
the extent and distribution of parietal lesions, and 
(3) the condition of the collateral circulation. With 
out doubt, the many facts revealed by arteriography 
with regard to the circulation and vascularization of 
the limbs will be of aid in therapeusis. In the aged, 
in whom arterial lesions are very diffuse, conserya- 
tive methods are rarely indicated and when amputa 
tion becomes necessary arteriography will permit ‘he 
most economical operation in adequately nourished 
tissues. 

In a case of embolism in two primary iliac arteries 
the authors were able to locate the site of the embvli 
accurately by means of arteriography. Such locali- 
zation is an important aid in the determination of 
the site of intervention. In certain cases the method 
may be of aid also in the diagnosis of arterial em- 
bolism, in which oscillometry and the vasodilatation 
test have proved inadequate. By correct localiza- 
tion of the embolus the surgeon is enabled to choos: 
a direct route of approach to the site of involveme:\! 
and thus avoid injury to important vascular regi: 
and save the patient’s strength. 

Arteriography may be found of value also in ‘ie 
differentiation between arterial embolism 
pseudo-embolic obliterating arteritis. In arter 
embolism the outline of the obliteration is clear. 
pseudo-embolic obliterating arteritis it is irreg' 
and often progressive. In embolism, collateral 
culation requires a certain length of time to bec: 
established. In pseudo-embolic arteritis, on 
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other hand, the progressive course of the disease per- 
mits the establishment of a collateral circulation 
before the symptoms of sudden obliteration develop 
and may demonstrate other lesions of an arteritic 
type. 

The authors report the findings of arteriography 
in three cases of tumor of the soft tissues (a myxo- 
sarcoma of the arm, an endothelioma of the humeral 
vessels, and a sarcoma of the thigh), a case of myelo- 
plaxoma of the tibia, and a case of tumor of the 
adrenal cortex. They state that in cases of tumor of 
the soft parts arteriography does not give sufficient 
information to obviate the necessity for biopsy in 
doubtful cases. Therefore its value is quite limited. 
In their case of tumor of the adrenal cortex it showed 
the vascularization of the neoplasm very clearly. 
The irregular and angular conformation of the 
arteries and the presence of veritable pools of blood 
led to the suspicion of malignancy. 

In conclusion the authors state that while arte- 
riography does not yield reliable criteria of malig- 
nancy in cases of tumor of the soft parts of the 
limbs, they believe that aortography will prove to 
be a very valuable method for determination of the 
topography and nature of certain tumors occurring 
in the abdomen. Epira SCHANCHE Moore. 


Koukine, N.: Problems of Etiology, Clinical Find- 
ings, and Treatment in Endarteritis Obliterans 
(Problémes d’étiologie, de clinique et de traitement 
de l’endartérite oblitérante). 
1934, 53: 639. 


In the course of the past seven and a half years 
the author has seen seventy cases of endarteritis 
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obliterans. This disease develops in young persons 
with a labile vasculonervous system as the result of 
various exciting factors such as cold, intoxication 
from tobacco or lead, trauma, and infectious dis- 
eases. Buerger’s form of obliterating endarteritis is 
more frequent than is generally believed and some- 
times begins suddenly and progresses rapidly. In 
the author’s cases of this condition blood cultures 
were negative. 

In obliterating endarteritis the blood pressure is 
normal or lower than normal, the viscosity and 
coagulation time of the blood are increased, and the 
number of thrombocytes is decreased. Oscillometry 
is a valuable method of examining the arteries. It 
shows the nature of the lesion, the functional ca- 
pacity of the vessels, and the upper limits of the 
disease process. In the great majority of cases 
capillaroscopy reveals primitive, undifferentiated 
capillaries and a spastic-atonic condition of the 
vascular system. 

Of the conservative methods of treatment, dia- 
thermy and sulphur baths give the best results. The 
treatment of choice is bilateral lumbosacral sym- 
pathectomy (the Diez-Lampert operation). The 
indications for operation are based on the findings of 
oscillometry and capillaroscopy, by means of which 
a differential diagnosis can be made between organic 
and functional disturbances. 
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The results are best when the operation is per- 
formed early in the disease. Of the author’s cases 
which were under observation for a period of three 
and a half years after the Diez-Lampert operation, 
good results were obtained in 84 per cent. The 
results are improved by bilateral removal of the 
lumbar and sacral sympathetic ganglia. Koukine 
performed an amputation in eighteen (26 per cent) 
of his cases, but in recent years has amputated much 
less frequently. In endarteritis obliterans, circular 
amputation is the method of choice. Amputation is 
indicated when gangrene extends to the anterior 
part of the foot, the patient is very emaciated, and 
other methods of treatment have failed. 

The prognosis depends very much on the kind of 
life the patient leads after the operation. Cold, the 
use of tobacco and alcohol, trauma, the wearing of 
too tight shoes, and infections should be avoided. 

AupREY Goss Morean, M.D. 


Herrmann, L. G., and Reid, M. R.: Passive Vascular 
Exercises: The Treatment of Peripheral Oblit- 
erative Arterial Diseases by Rhythmic Alterna- 
tion of Environmental Pressure. Arch. Surg., 
1934, 29: 697. 

After a review of the history of the use of active 
and passive vascular exercises, the authors describe 
the mechanical features of the Pavaex apparatus 
which has been constructed for their use in the 
Vascular Disease Clinic of the Cincinnati General 
Hospital. A simpler form of this apparatus is now 
being manufactured commercially for use in the 
home, office, and small hospital. 

The authors state that all therapy for obliterative 
vascular disease should be directed primarily toward 
the establishment of a collateral circulation of sufli- 
cient magnitude to furnish proper nourishment to 
the distal portion of the extremity. Rhythmic alter- 
nation of the environmental pressure about an ex- 
tremity can be brought about automatically by the 
Pavaex apparatus. Treatment with this apparatus 
is essentially a mechanical means of performing 
passive exercises of the vascular system. In cases 
with marked obliteration and impending gangrene 
of the distal portions of the extremity it is necessary 
to hospitalize the patient and give 4 or 5 treatments 
every day until the circulation of the foot shows 
definite signs of improvement. 

Up to July, 1933, a total of 3,769 treatments with 
the Pavaex unit had been given. In the cases of the 
51 patients whose cases are reviewed in this article 
over 3,000 treatments were given. While calori- 
metric evidence of an increase in the circulation in 
the distal parts of the extremities occurred in all of 
the 51 cases, 13.73 per cent of the patients received 
little or no relief from their symptoms. Forty-four 
(86.27 per cent) of the patients were greatly bene- 
fited. 

The authors are of the opinion that if a permanent 
increase in the circulation is to be established the 
treatment must be carried out over a period of many 
months. Herpert F. Tourston, M.D. 
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Montemartini, G.: An Experimental Contribution 
to the Surgery of the Inferior Vena Cava (Con- 
tributo sperimentale alla chirurgia della vena cava 
inferiore). Policlin., Rome, 1934, 41: 593. 


Successful resection of a portion of the inferior 
vena cava was first done in 1893, by Bottini, during 
the removal of a prevertebral tumor. Bottini’s 
method was gradually adopted, but the outcome 
was not always favorable. The patient survived 
only when conditions favored the formation of an 
adequate collateral circulation. When ligation was 
done suddenly, complications invariably supervened. 

In experiments on dogs, Montemartini found that 
when the inferior vena cava was ligated below the 
renal veins the animal survived. Nitrogen retention 
with anuria was followed by a considerable output 
of intermediary products of urea metabolism, uric 
acid and chlorides. Hyperglycemia and glycosuria 
also occurred, and the urine contained bile pigments 
and casts. The disturbance of hepatic function and 
transitory renal impairment suggested by these find- 
ings were demonstrated by histopathological studies. 

Ligation of the vena cava above the renal veins 
was followed by anuria, urea retention, and hyper- 
glycemia with death in from six to eight hours. The 
histological findings included degenerative processes 
in the kidneys and liver, stasis in the spleen and 
the mucosa and submucosa of the small intestine, 
and a tendency toward pancreatic degeneration. 
The latter, however, may have been due to post- 
mortem autodigestion. 

When the ligation was done between the liver and 
the diaphragm, it was followed by hyperglycemia, 
an increase in the blood nitrogen, and death in from 
ten to sixty minutes. The spleen, liver, and small 
intestine showed stasis but no degenerative changes. 

Temporary occlusion of the vena cava above the 
renal veins over a period of from fifty to ninety-five 
minutes led to hyperglycaemia with nitrogen reten- 
tion lasting about four days. With cessation of the 
anuria in twenty-four hours the phenomena of 
retention subsided, there was a considerable output 
of urea ammonia and amino-acid nitrogen, uric acid, 
and chlorides, and erythrocytes and casts appeared 
in the urine. 

Marked stenosis of the vena cava above the level 
of the renal veins caused acute symptoms of reten- 
tion accompanied by parenchymatous degeneration 
of the kidneys and liver followed by death. In less 
marked stenosis there was stasis with brief impair- 
ment of hepatic and renal function 

Lateral suture of the vena cava above the renal 
veins was followed by the usual transitory disturb- 
ances with a rapid return to normal. 

RicHarp E. Somma, M.D. 


Homans, J.: Thrombosis of the Deep Veins of the 
Lower Leg Causing Pulmonary Embolism. 
New England J. Med., 1934, 211: 993. 


The author describes a form of venous thrombosis 
which begins as a local process in the normal non- 
varicose deep veins of the lower leg and frequently 
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leads to fatal pulmonary embolism, but may be 
recognized in its early stages and cured. 

This deep peripheral venous thrombosis runs a 
peculiar course. It begins with a variable amount of 
discomfort in the calf, swelling of the ankle, and 
blueness of the foot—signs which readily disappear 
upon rest in bed, but re-appear over and over again 
following use of the leg. It is hard to believe that as 
the result of elevation for only a day or two a leg 
which is the site of an extensive deep thrombosis can 
become so nearly or completely normal in appear- 
ance. At autopsy in fatal cases a remarkably wide- 
spread thrombosis of the vessels among the muscles 
of the calf of the leg has been demonstrated. In 
every case the femoral vein was unobstructed and 
the cause of death was the detachment of a consid 
erable fragment of an enormously long insecure 
thrombus which had been waving in the blood 
current. 

The author emphasizes that other forms oi 
thrombophlebitis are different from this fatal form 
Thrombophlebitis in varicose veins is more common 
It is related to a diseased state of the vessel wall 
The reaction is usually limited to the region of th 
vein and the leg as a whole is not swollen. The clo! 
is usually quite well fixed and is rarely detached 
Migrating thrombophlebitis is usually associated 
with thrombo-angiitis obliterans, usually superficial 
and never followed by extensive thrombosis or swell 
ing of the limb. Thrombophlebitis of the “milk 
leg’’ type, phlegmasia alba dolens, is primarily a 
pelvic process though the thrombosis may exten! 
peripherally for a long distance. The whole leg i; 
swollen. The swelling may persist from a week to 
several months and is little affected by rest in bed 
There is always tenderness over the deep vessels at 
the groin. The saphenous vein may be involved, or 
may be dilated because of acting as a collateral! 
Embolism is uncommon because the process is 
apparently an inflammatory process within the 
arteriovenous sheath which renders the thrombus 
adherent. 

The explanation of the peculiar behavior of pri 
mary thrombosis in the calf depends somewhat on 
anatomical and somewhat on clinicopathologica! 
factors. Among the muscles of the calf there is « 
large network of veins all of which drain into a fe. 
fairly large vessels above the knee. During rest, 
many of these veins are stagnant or empty, but 
when the calf muscles are put into use they act as « 
path for full-capacity circulation. Because of the 
many byways of the network, an extensive throm 
bosis may be present but not manifested when the 
leg is not in active use. The progress of thrombosi- 
in these stagnant parts stops only when the thron 
bus meets a strong current or an empty vessel no! 
yet filled with blood. When the free end of the 
thrombus touches the current of a larger vein, it 
unlikely to become fixed to the healthy wall of tha! 
vein, particularly if the current is rapid, but b: 
comes a dangerous propagating thrombus. In addi 
tion, the squeezing action of the calf muscles always 
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threatens to push the end of a long clot into a larger 
vein at one point or another. 

The author reports four cases. Two of the pa- 
tients, who had an extensive old thrombosis in the 
muscles of the calf of the leg, died of pulmonary 
embolism. In no case were there any signs or symp- 
toms suggesting phlegmasia alba dolens. In three 
cases the disease began after a trifling injury, and in 
one case with signs of acute arthritis. In one case 
ligation of the femoral vein in the groin was followed 
by prompt recovery. 

Although some patients may recover under treat- 
ment by immobilization or perhaps only rest in bed, 
the author recommends ligation of the femoral vein 
as soon as the diagnosis is made to obviate the dan- 
ger of embolism. The point of election for the liga- 
tion is just distal to the entrance of the saphenous 
vein but proximal to the profunda, where the great 
saphenous will act as a collateral. 

: Maurice Meyers, M.D. 


BLOOD; TRANSFUSION 


Jones, H. W., and Tocantins, L. M.: The Treat- 
ment of Hemophilia. J. Am. M. Ass., 1934, 103: 
1671. 

The authors state that, in view of the prominence 
of the hereditary character of haemophilia, an effort 
should be made to control the spread of the condi- 
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tion by eugenic methods. However, in certain cases, 
the occurrence of hemophilia is familial. 

The number of children in a hemophiliac family 
is considerably greater than that in the average 
American family. 

Prophylaxis of attacks of bleeding is attained by 
the avoidance of trauma and by proper preparation 
of the subject before he is subjected to operative 
procedures. 

The best method for the prevention and treatment 
of acute attacks of bleeding is the intravenous trans- 
fusion of unmodified blood. Citrated blood has a 
similar effect, but has been found by the authors to 
cause reactions more frequently. The intramuscular 
injection of whole blood has seemed to benefit some 
patients. Fresh serum is a satisfactory local hamo- 
static agent. 

Therapeutic measures which diminish the venous 
clotting time and do not lessen the bleeding or which 
increase the bleeding should be avoided. 

The use of special diets and of endocrinotherapy 
has been disappointing. 

In the cases of three of the authors’ hamophiliac 
patients, two of whom were going through an acute 
phase of bleeding, intradermal injections of anti- 
human platelet serum were followed sometimes by 
a marked decrease of the venous clotting time but 
did not cause prompt and permanent cessation of 
the bleeding. Howarp A. McKnicut, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Eliason, E. L., and McLaughlin, C.: 
Wound Complications. 
1159. 

The authors have made a detailed clinical study 
of the postoperative wound complications which 
occurred on Surgical Service C of the Hospital of the 
University of Pennsylvania during the eleven-year 
period from September, 1922, to September, 10933. 
Of 9,155 general surgical procedures, 351 (3.81 per 
cent) resulted in imperfect wounds. The imperfect 
wounds were classified as of Types A, B, and C. 
Wounds of Type A are characterized by serum col- 
lections or minor hematomata which do not delay 
convalescence or in any way interfere with the end- 
result. Wounds of Type B are those with definite 
infection which does not permanently interfere with 
the integrity of the wound or materially delay con- 
valescence. Wounds of Type C are those with rup- 
ture or infection impairing the end-result or causing 
death. 

Wound complications of Type A constituted 70.6 
per cent of the total number reviewed. They were 
most frequent following operations for gastric and 
duodenal ulcer in which either a paramedian or upper 
midline incision was made and the wound was closed 
without drainage. In cases of herniorrhaphy their 
incidence was 8.6 per cent, and in cases of appendec- 
tomy, 5.59 per cent. The serum collections usually 
appear between the fifth and eighth postoperative 
day. The temperature rises to between 99 and 99.4 
degrees F., and along the line of the incision there is 
an area of softening from which serum exudes when 
the affected site is probed. Healing occurs rapidly. 

Complications of Type B constituted 18.9 per cent 
of the total number. They occurred most frequently 
after herniorrhaphy and appendectomy. They are 
characterized by a reddish inflammatory area about 
one or more skin sutures. In 56 per cent of the cases 
reviewed clinical evidences of infection were present 
before the sixth postoperative day. The organisms 
found most frequently on culture were the bacillus 
coli, staphylococcus aureus, and staphylococcus 
albus. The complication was treated by section of 
the suture, the application of hot wet dressings, and, 
if necessary, separation of the wound edges. Con- 
valescence was prolonged by an average of six and 
three-quarters days. The incidence of postoperative 
hernia was 6.1 per cent. Factors favoring infection 
of this type are: (1) mass ligation of fat, (2) the use 
of an excessive amount of catgut, (3) large knots, 
(4) unnecessary subcutaneous stitching, (5) infec- 
tion by the scalpel used to make the skin incision, 
(6) infection carried by the operating room per- 
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sonnel, and (8) inadequate protection of the wound 
edges during removal of the pathological focus. 
Wound complications of Type C constituted 10.8 
per cent of the total number reviewed. The incidence 
of grave wound infection was highest after operations 
on the extremities. It was particularly high in the 
cases of diabetics. The treatment consisted of im 
mediate removal of all skin sutures and wide separ: 
tion of the wound edges. The organism found most 
frequently on culture was the staphylococcus. 
Among the possible causes of wound rupture are: 
(1) improper closure of the incision, (2) too early dis 
continuance of the anesthetic, (3) overenergetic use 
of carbon dioxide, (4) unusual early postoperativ: 
strain due to such factors as vomiting, coughing, or 
distention, (5) early dissolution of the suture ma 
terial, (6) wound infection, and (7) age, debility, 
and cachexia. In the cases reviewed, wound rupture 
was most frequent after operations on the duodenum 
and jejunum. In 8o per cent the rupture occurre« 
between the fifth and seventh days after the opera- 
tion, and in 88 per cent there was some other post- 
operative complication such as severe respirator, 
involvement associated with cough or intractable 
distention. The clinical manifestations were ear|\ 
signs of persistent distention, belching, hiccough, 
bulging of the wound, a bloody discharge, and 
finally, presentation of the abdominal contents bx 
tween the wound edges. The authors believe that 
through-and-through stay sutures should be aban 
doned as they often lead to strangulation of the 
tissues. For the closure of fascial planes they have 
returned to the use of fine silk. In their treatment of 
wound rupture the wound edges and the protruding 
edges are painted with 2 per cent aqueous mercuro 
chrome, the omentum and gut gently replaced down 
to the level of the parietal peritoneum, and the skin 
edges closely approximated with narrow strips of 
flamed adhesive tape. Secondary suture, if deeme« 
advisable, is done as soon as the patient has reco, 
ered from the immediate shock of the wound rupture 
and there is no evidence of infection in the wound 
In cases so treated the mortality has been 32 per 
cent. The chief cause of death was peritonitis 
While the incidence of hernia is higher after the 
adhesive tape method than after immediate secon: 
ary suture, the authors prefer the former procedure 
as they believe the major problem is to get the pa 
tient safely over the immediate crisis with the leas! 
interference. BENJAMIN G. P. SHarrrorr, M.D 


Maes, U., Boyce, F. F., and McFetridge, E. \.: 
Postoperative Evisceration. Ann. Surg., 10934. 
100: 968. 


The authors review forty-four cases of postopera 


tive evisceration. In 50 per cent the evisceration 
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followed an operation for appendicitis. Only 20.4 
per cent of the total number of patients were over 
fifty years of age. Eleven of the incisions were made 
in the upper portion of the abdomen, sixteen were 
made in the midline, six were McBurney incisions, 
and the rest were miscellaneous incisions. In one 
case the evisceration followed the repair of a direct 
inguinal hernia in an obese female. The anesthesia 
and the length of the incision were not regarded as 
of much importance in the causation of the eviscera- 
tion, 

In thirty-nine of the cases the incision was closed 
with a continuous suture of catgut; in three, with an 
interrupted suture of catgut; in one with an interrupt- 
ed suture of linen; and in one with an interrupted 
suture of silkworm gut. The authors conclude that 
rupture of the wound is possible following the use of 
any type of suture material and any type of closure, 
including the use of retention sutures. Secondary 
closure was done immediately in thirty-six cases. In 
eight cases it was deferred—in six, because of gross 
infection and in two for reasons not apparent. The 
mortality in the forty-four cases was 26.25 per cent. 
It appeared to have no relation to the type of 
secondary closure. 

The authors suggest more general adoption of the 
silver-wire technique devised by Reid. 

ROBERT ZOLLINGER, M.D. 


AN ASTHESIA 


Cardia, A.: Clinical Observations on the General 
Reactions of the Body to Ether Inhalation 
Anesthesia (QOsservazioni cliniche sulle reazioni 
generali dell’organismo all’anesthesia eterea per in- 
alazione). Ann. ital. di chir., 1934, 13: 745- 

The author believes that consideration of the 
effect of ether anwsthesia should include a multi- 
plicity of factors. In the cases of thirty-two patients 
with various maladies he studied the blood and uri- 
nary changes for a five-day period before and after 
operation performed under ether anesthesia induced 
by inhalation. His findings were as follows: 

1. The quantity of urine was decreased in the 
majority of the cases immediately after the inter- 
vention (first two to three days) and then returned 
to the pre-operative state. 

2. In thirty-one cases the urea increased. The in- 
crease seemed independent of the quantity of the 
anwsthetic and directly proportional to the type of 
disease and the gravity of the intervention. 

3. Of twenty-five cases in which the non-protein 
nitrogen was studied, twenty-three showed an in- 
crease. The increase was independent of the quan- 
tity of anesthetic used and in direct proportion to 
the type of intervention or the disease process. In 
hepatic and renal affections the increase was more 
marked. 

4. The red blood count, hemoglobin, and color 
index varied to such a degree that no conclusion was 
permissible. However the intervention seemed to 
have a complex influence, in some instances stimu- 


395 


lating and in others depressing the haematopoietic 
system. 

5. In twenty-one of the thirty-two cases the white 
blood count was moderately increased and there was 
a moderate neutrophilia. However, these changes 
showed no relationship to the quantity of ether or 
the type of the disease or intervention. 

The author concludes that there was no evidence 
of a deleterious influence on the body that could 
have been attributed directly to the ether anws- 
thesia; and that when changes occurred they were 
better explained by the nature of the malady or the 
relative gravity of the operation. CLARA RAVEN. 


Killian, H.: The New German Evipan-Sodium 
Anesthesia. Anes. & Anal., 1934, 13: 177, 220. 


Evipan sodium is the sodium salt of evipan, i.e., 
of N-methylcyclo-hexenyl-methyl-barbituric acid. 
The intravenous injection of a 1o per cent solution 
produces a short surgical anesthesia. The duration 
and depth of the anesthesia depend upon the quan- 
tity of the drug employed and the rate at which it 
was injected. 

The average period of anesthesia is from twenty 
to thirty minutes in length. Three or four cubic 
centimeters of the solution are injected during the 
first minute, and anesthesia is induced almost at 
once. Three or four additional cubic centimeters are 
then injected fractionally at intervals at such a rate 
that the respiration and the color of the skin are not 
materially modified. Patients with diabetes or 
disease of the heart, lungs, liver, or kidneys show no 
ill effects after this form of anwsthesia. Doses of 
from 3 to 5 c.cm. are recommended in place of ethyl 
chloride for short surgical procedures and also for 
the induction of anesthesia before the administra 
tion of ether, nitrous oxide, or chloroform for surgical 
procedures requiring fairly long periods of time. 

Following the injection of evipan sodium the 
respirations first become slower and deeper. Sub 
sequently there is a decrease in their depth often 
accompanied by a slight transient cyanosis. The 
modification of respiration is therefore the best 
guide to the amount and speed of the injection. The 
blood pressure falls during the injection and gen- 
erally quickly returns to a level from 5 to 15 points 
below the original level. With the fall in the blood 
pressure there is a slight increase in the pulse rate. 
As a rule the more quickly the injection is made the 
more marked are the changes in the blood pressure 
and pulse rate. 

The pupillary signs are also of importance as an 
indication of the depth of anwsthesia. Moderate 
pupillary dilatation with a positive reaction to light 
indicates safety. Wide pupillary dilatation with 
fixation to light indicates danger, especially when 
other signs such as a marked change in the patient’s 
color and depression of the respiration are noted. 

According to the author’s experience, excitement 
during the stage of recovery is rare, transient, and 
mild. Postoperative vomiting has occurred in fewer 
than 5 per cent of cases. 
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Muscular relaxation is greater than in full ether 
anesthesia and approaches that produced by aver- 
tin. Relaxation of the jaw and pharyngeal muscula- 
ture occurs quickly, and care must be exercised to 
maintain an adequate air-way. Because of the fact 
that in the cases of patients who are very ill as little 
as 2 c.cm. of evipan sodium solution may produce 
deep anxsthesia, great care must be exercised to 
avoid pushing the injection too rapidly in the cases 
of such patients. Over-dosage can usually be 
quickly remedied by the intravenous injection of 
coramin in doses of from 5 to 10 c.cm. 

On the basis of experimental work the author 
believes that the use of evipan sodium should be 
restricted in the cases of patients with a diminished 
respiratory surface or other impairment of ventila- 
tion, a suburemic condition, or a severe liver 
affection. He states that in the reports of 15,000 
cases in which evipan sodium was employed, only 1 
death was recorded. Artuur S. W. Tourorr, M.D. 


Menegaux, G., and Sechehaye, L.: A Critical 
Study of General Anesthesia Induced with 
Evipan Sodium (Etude critique de l’anesthésie 
générale 4 l’évipan sodique). J. de chir., 1934, 44: 
303- 

For approximately two years evipan sodium, a 
barbiturate, has been used in several countries, 
particularly Germany, for the induction of anzs- 
thesia. It is given intravenously and its advocates 
have claimed that it produces a complete and 
agreeable anesthesia free from danger. 

In a review of the literature the authors found 
nearly 200 reports of experiences with this anesthetic 
covering about 23,000 cases. They discuss the 
chemistry of the product, give its structural formula, 
and tabulate the results of animal experiments 
showing the amounts necessary to produce hypnosis, 
anesthesia, and death. 

Evipan sodium is rapidly destroyed in the body, 
probably by the liver. Its action as a general 
anesthetic is therefore comparable to that of gas. 
Pernocton given intravenously is destroyed and 
disappears from the blood stream much more slowly. 
Avertin given by rectum requires a longer time to 
reach its maximum effect and is eliminated slowly. 

Evipan may be injected into one of the veins at 
the elbow or into the saphenous vein. The solution 
is made by dissolving 1 gm. of the dry powder in 
ro c.cm. of distilled water and shaking thoroughly. 

The authors recommend that not more than 10 
c.cm. be given at one time although the literature 
shows that some anaesthetists have given as much 
as 16 c.cm. Several methods of determining the 
dose have been tried. The authors are of the opinion 
that a mathematical formula is impossible and that 
therefore the dosage must be determined from the 
reaction of the patient during the course of the in- 
jection. 

It is generally recommended that the injection 
be given at the rate of 1 c.cm. in from ten to fifteen 
seconds. The authors give the first cubic centi- 
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meters (to the point of sleep) at the rate of 1 c.cm 
per minute and the rest at the rate of about 1 
c.cm. per thirty seconds. The rate must be increased 
in the cases of robust subjects and reduced in those 
of weakened or tired persons. 

If the operative procedure is lengthy, repeated 
injections may be given at the slightest sign that 
the patient is awakening. The authors have given 
18 c.cm. in 9 injections over a period of an hour and 
a half, and others report using as much as from 30 
to 40 c.cm. There does not seem to be any contra- 
indication to the pre-operative adminstration of an 
opiate if this is desired. 

During the injection the patient’s face is usually 
of normal color or only slightly livid with perhaps 
slight cyanosis of the lips. Pallor is an indication of 
impending trouble. 

Paralysis of the muscles of mastication and abvoli- 
tion of the corneal reflex are constant in all cases. 
The reaction of the pupil to light is variable. he 
pulse and blood pressure are little changed. ‘he 
respiratory rate falls with a diminution in amplitude 
until the trauma of operation causes it to rise to 
normal or above. 

The induction of anaesthesia fails completely in 
only about 2 per cent of the cases and the anesthesia 
is relatively poor in only from 5 to ro per cent 

The patient begins to awaken from fifteen to 
thirty minutes after the termination of the injection. 
Postoperative vomiting is uncommon and pulmon- 
ary complications are extremely rare. 

Respiratory stimulants (coramine,  strychnin, 
caffein) are indicated when there is evidence o/ im- 
pending respiratory failure. 

The chief contra-indications to the use of evipan 
sodium are peritonitis, ileus, grave septicemia, and 
hepatic insufficiency. The authors regard anws- 
thesia induced with evipan sodium less dangerous 
than chloroform or spinal anesthesia and about as 
safe as ether anesthesia. 

They review 49 non-fatal accidents during «nis- 
thesia induced with evipan sodium and 23 cases in 
which death occurred. An extensive bibliography is 
included. Marsu W. Poorer, M.)) 


Livingston, E. M., Emy, S., and Lieber, H.: Evipal 
ium: A Short Intravenous Anesthesia. 
Am. J. Surg., 1934, 26: 516. 

Evipal is a barbituric acid derivative which, when 
administered intravenously, induces surgical ans 
thesia lasting for from five to twenty minutes. It 
acts within the first minute, causing immediate 
general muscular relaxation. There is no prclim- 
inary excitement or struggle. The pulse is slightly 
increased, and there may be a fall of from 5 to 20 
mm. in the blood pressure. After termination o/ the 
anesthesia there is no postoperative nausea, vuomit- 
ing, or excitement. The lethal dose is 4 times the 
anesthetic dose, the margin of safety therefore being 
wide. Detoxification is accomplished very rapidly 
in the liver and is practically complete on termina- 
tion of the anesthesia. 
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Evipal sodium anesthesia is contra-indicated in 
severe liver disease, grave infections of the upper 
respiratory passages, and involvement of the respira- 
tory center. 

The Medical Research Council of London report- 
ed only 1 fatality in 25,000 evipal anawsthesias. The 
drug is sold in sterile 1-gm. ampoules. It is dissolved 
in roc. cm. of sterile distilled water and given slowly, 
the injection taking about one minute. From 3 to 
5 c. cm. of a ro per cent solution will produce anies- 
thesia lasting for from five to ten minutes, and from 
6 to 10 c. cm. (the maximum dose), anesthesia last- 
ing for from fifteen to thirty minutes. The patient 
should first be prepared, and the surgeon should be 
completely ready to begin the operation when the 
dose has been administered. No preliminary medica- 
tion should be given. The use of evipal is not contra- 
indicated by the previous ingestion of a meal. The 
character of the surgical operation is limited by the 
duration of the anesthesia (twenty minutes). The 
authors have employed evipal in 280 cases for a wide 
variety of surgical procedures ranging from appen- 
dectomy and herniorrhaphy to the common minor 
surgical operations. The patients ranged in age 
from two to eighty-eight years and their general 
condition ranged from good to poor. 

BENJAMIN G. P. SHAFIROFF, M.D. 


CoTui, F. W.: Further Studies in Subarachnoid 
Aneesthesia. Anes. & Anal., 1934, 13: 183. 


From studies made on dogs following the induc- 
tion of subarachnoid (spinal) anesthesia with 
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novocain, the author draws the following con- 
clusions: 

1. Vomiting associated with spinal anesthesia is 
probably due to stimulation of the vomiting center 
by upward spread of the drug from the spinal canal. 
It is to be considered a danger signal. 

2. Spread of the drug into the spinal canal is 
governed by at least three factors. These are: 
(a) gravitational flow, (b) leveling, and (c) molec- 
ular diffusion perhaps assisted by the normal spinal 
pulsations. 

3. In the head-down position an animal is killed 
by less than one-half the dose that would be required 
to cause its death in the horizontal position. 

4. It is possible that, in man, the curvature of 
the spine favors gravitational flow into the thoracic 
cavity. 

5. The respiratory center is much more vul- 
nerable to novocain than are the phrenic nerves. 

6. The typical blood-pressure curve during 
anesthesia shows a primary fall, an intermediate 
rise, and a prolonged secondary fall. The typical 
curve may be modified in a number of ways, the 
most important of which is respiratory paralysis. 

7. The low blood pressure of spinal anwsthesia 
resembles other low blood-pressure states in having 
the main features of shock. 

8. Infusion of saline solution fails to overcome it. 
Ephedrin and perhaps other vasoconstrictors seem 
to be the only efficacious remedies. 

g. The Trendelenburg position is not only useless 
but also harmful. Arruur S. W. Tourorr, M.D. 
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ROENTGENOLOGY 


Quimby, E. H., Copeland, M. M., and Woods, 
R. C.: The Distribution of Roentgen Rays 
Within the Human Body. Am. J. Roentgenol., 
1934, 32: 534- 


One of the first problems confronting the roent- 
genologist is the measurement of the actual quan- 
tity of irradiation delivered to a given tissue. The 
authors studied this problem by a direct comparison 
of cadaver and water-phantom measurements made 
with the same instruments and, as nearly as possi- 
ble, under like conditions, and measurements made 
on living persons. 

The factors used in most of the work were roent- 
gen rays at 200 kv., a filter of 0.5 mm. of copper and 
2.5 mm. of aluminum, and a target distance of 50 
cm. Some of the measurements were also made with 
7oo kv. roentgen rays and with gamma rays pro- 
duced by a 4-gm. radium pack. For the measure- 
ments on the cadaver, a small celluloid ionization 
chamber and the vacuum-tube instrument of Failla 
were used. The instruments were checked daily for 
variations. The measurements obtained with 200 
kv. roentgen rays are believed to be quite accurate, 
whereas, because of set-up difficulties, those ob- 
tained for 7oo kv. roentgen rays and, because of 
small depth dose, those obtained for gamma rays 
are not so accurate as might be desired. 

A comparison of the back-scattering readings 
shows that the values for the cadaver were in all 
cases lower than those for water. The greatest dis- 
crepancy was in the chest and jaw. The variations 
in the size of the irradiated field for various parts of 
the cadaver and the water phantom showed very 
close agreement. 

The percentage depth doses are tabulated for 200 
and 700 kv. roentgen rays and gamma rays in the 
cadaver and water. The authors conclude that for 
200 kv. roentgen rays depth doses as determined in a 
water phantom may be used for all fields and depths 
in any part of the body except the chest and intra- 
oral region without more than slight error. Meas- 
urements in the region of the chest and mouth for 
depths greater than a few centimeters require a cor- 
rection varying with the depth and the field. For 
the more penetrating rays, no serious error will be 
introduced by using water-phantom measurements. 

In eighteen living subjects a number of measure- 
ments were made on the pelvis for 200-kv. rays by 
inserting a cylindrical chamber into the vagina. In 
this series of measurements the roentgen tube was 
not only centered over the chamber but displaced 
laterally in order to obtain the distribution of the 
irradiation at various depths. It was found that in 
the‘living individual the values for back-scattering 


are between those for the cadaver and those for the 
phantom but closer to the latter. A comparison of 
surface-intensity values revealed very close agree 
ment with the cadaver and the water phantom. The 
depth dosages in the human pelvis and in the water 
phantom showed no serious differences. This was 
true also of the variation of the depth dose with th 
size of the irradiated area. 

The values for positions off the axis of the beam 
were sometimes slightly lower and sometimes 
slightly higher than those on isodose charts, but no 
greater discrepancies were found between the living 
individual and the water phantom. 

The authors conclude that, with the exception o/ 
the chest and intra-oral region, for which correction 
curves are given, surface- and depth-dose valucs 
obtained by measurements in a water phantom ma\ 
be safely employed as a satisfactory approximation 
to the true values in irradiation therapy. 

Ear E. Bartu, M.D 


Hirsch, I. S.: The Application of Kymoroentgen- 
ography to the Diagnosis of Cardiac Disease. 
Radiology, 1934, 23:720. 

While it is not yet possible to determine exact! 
the value or all of the possible applications oi 
kymoroentgenography in the anatomical, physio 
logical, and clinical study of the heart, the author 
concludes from the data already obtained that the 
method will have a wide field of usefulness and will 
assist greatly in the solution of many difficult prob 
lems relating to cardiodynamics. 

It contributes the following information regarding 
the heart: (1) the make-up of the cardiac shadow, 
(2) the shape of the heart as a whole and of its 
chambers during the various phases of movement, 
(3) the size of the heart in systole and diastole or any 
intermediate phase, (4) the characteristics of the 
movement of the heart as a whole or of its various 
chambers, (5) the activity and accomplishment o/ 
the cardiac muscle, (6) the relationship of contrac 
tion to conduction phenomena, (7) the relationship 
of movement to sound phenomena, (8) the characte: 
of rhythm disturbances, (9) the extent and severit\ 
of myocardial changes, and (10) the modification 0! 
the character, distribution, and time relationships 
of the chamber movements in valvular disease. 

HERBERT F.. Tourston, M.D 


Stumpf, P.: X-Ray Kymography of the Heart. 
Brit. J. Radiol., 1934, 7: 707. 


After briefly reviewing the history and principles 
of surface kymography of the heart the author 
presents an extensive and detailed discussion of thie 
reading of kymograms. He considers the dimensions 
of the movements of the heart as recorded by the 
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waves produced and calls attention to individual 
variations of such movements and variations in 
different parts of the heart. He states that for 
accurate interpretation of the movements it is 
necessary to determine the time relations of the 
single movements as accurately as possible. While 
this determination can be made with a caliper, the 
author has worked out a densographic method 
which permits an analytical time observation of 
kymograms by fractions of a second. He describes 
the method in detail and shows its value by kymo- 
grams and densograms. 

Examination of movements in the kymogram 
reveals the exact topographical location of a move- 
ment because of the fact that different parts of the 
heart and vessels show functionally different move- 
ments. It permits definite determination of the 
amplitude, course, and time relation of the various 
movements of pathological and normal hearts. In 
the presence of pathological variations in shape the 
ventricle area can be defined more exactly than in 
an ordinary film. Two cases presenting difficulty in 
differentiation which was readily cleared up by 
roentgen kymography are reported. 

Changes associated with hypertrophy and atrophy 
of the musculature of the heart, pericardial disease, 
infarction of the cardiac wall, and_ beginning 
aneurism of the cardiac wall are discussed. 

Attention is called to the difficulty in attaching 
pathological significance to changes in the form of 
the waves. It is impossible to draw final conclusions 
with regard to function from the general form of 
the ventricular movement. From all of the material 
examined the authoris able to conclude with certainty 
only that in nervous heart disturbances high peaks 
very often occur at the beginning of the systole. In 
cases of weak heart, on the other hand, the waves are 
flattened and rounded. Very characteristic in cases 
of thyrotoxic disturbances is an abnormally high 
wave.. When the myocardium is injured there is 
usually a step-like splintering of the movements in 
the left ventricle and the time relations of the in- 
dividual movements are changed. The most marked 
change of movement forms takes place in cases of 
disturbances of rhythm, in which both the extent 
and the duration of the movements are changed. 

ApotpeH Hartune, M.D. 


Wintz, H., and Wittenbeck, F.: The Reasons for 
Failures in Roentgen Therapy of Carcinoma 
(Gruende fuer die Misserfolge der Roentgentherapie 
beim Carcinom). Verhandl. 1. internat. Kongr. 
Kampf Krebs, 1933, 2: 1181. 


Because of the numerous failures of roentgen 
therapy in cases of carcinoma, the authors made a 
statistical study of their 1,014 cases of carcinoma of 
the uterus to determine the essentials for optimal 
results from irradiation therapy. From their figures 
they conclude that as irradiation has yielded numer- 
ous undeniably successful results the number of 
failures still occurring can certainly be decreased. 
While the fight against cancer which has extended 
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throughout the body is still hopeless and the treat- 
ment of localized carcinoma in patients whose resist- 
ance has been weakened by other diseases or loss 
of blood is usually unsuccessful, the fiction of 
“radioresistant carcinoma” should be combated. 

Starting from the fact that by the application of 
the correct dosage every carcinoma can be destroyed, 
investigations should be made to determine how far 
the biological forces of the body which eliminate the 
products of decomposition and upbuild sound tissues 
have failed, or what technical errors have occurred 
in the treatment. Only irradiation by which all of 
the carcinoma cells are destroyed will effect a cure. 
For such destruction 110 per cent of the skin 
erythema dose must be applied to the tumor and 
the entire area into which it may extend in cases of 
squamous-cell carcinoma and 125 per cent of the 
skin erythema dose in cases of adenocarcinoma. 

As a rule failure results because this dosage is not 
attained or is attained only in parts of the tumor 
and therefore the first requirement of roentgen 
therapy, the destruction of the cancer cells, is not 
met. Even with the most perfect technique the 
attempt to administer the destructive dose through 
out the tumor region may be unsuccessful because 
in continuous or fractionated irradiation the 
biological power of recovery of the cells is not given 
sufficient consideration. Failure may result also 
from disregard of the fact that an inflammation in 
the carcinoma and its vicinity alters roentgen 
sensitivity. Biopsy may lead to failure if it is done 
before the irradiation and therefore should be un- 
dertaken only after the irradiation. 

As the destruction of the tumor is merely the 
basis for the cure and removal of the decomposed 
matter and cicatrization of the resulting defect are 
necessary, the latter must be stimulated after the 
irradiation. Otherwise, failure will result and healing 
will not occur. Statistical studies show the necessity 
for proper post-irradiation care. 

In addition to the medicobiological reasons for 
failure of roentgen therapy of carcinoma there are 
those of a physicotechnical character. The physical 
factors have the most important relationship to 
dosage. The physical phenomena occurring during 
irradiation, dispersion of the irradiation, and secon 
dary irradiation have a marked effect on the dos- 
age in the irradiated area. Prevention of errors in 
dosage resulting therefrom is possible, but requires 
a thorough knowledge of physics. A certain amount 
of technical knowledge is also necessary because of 
the complicated nature of the roentgen apparatus. 
Without such knowledge defects in the apparatus 
or the various measuring instruments may not be 
recognized. 

The results that may be expected from the 
method of treating gynecological cancer which is 
used at the University Gynecological Clinic and the 
Roentgen Institute at Erlangen are demonstrated 
by the results obtained in the former institution in 
cases of carcinoma of the uterus. 

(F. A. WAHL). Joun W. BRENNAN, M.D. 
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RADIUM 


Santoro D’Emido, A. S.: Radium Therapy in Bone 
Metastases from Carcinoma of the Breast (La 
radiumterapia nelle metastasi ossee da carcinoma 
mammario). Radiol. med., 1934, 21: 1286. 


The insidious development of generalized metas- 
tases from carcinoma of the breast renders it neces- 
sary to pay close attention to every complaint of 
pain by women who have had a breast removed for 
carcinoma. In the early stages, in which the con- 
dition will usually be revealed only by roentgenog- 
raphy, irradiation therapy may be applied with some 
prospect of success. 

The author discusses some of the general findings 
of clinical study and especially the pathological 
anatomy of bone metastases from carcinoma of the 
breast in an effort to explain the rationale and the 
results of irradiation treatment. In the osteoclastic 
type of lesion the osseous tissue is gradually de- 
creased and is replaced by a primitive connective 
tissue. Very early, the calcareous salts are decreased 
and there is fusion of the true bone which is later 
replaced by a fibrillary tissue. The latter is in turn 
invaded by the neoplastic elements. At the periph- 
ery, a newly formed connective tissue separates the 
neoplasm from the resting bone. The degree of the 
invasion is of importance in the efficiency of irradia- 
tion therapy. In the osteoplastic type of lesion there 
is increased bone production accompanied by in- 
creased calcification which may interfere with the 
penetration of the rays to the neoplastic tissue. 
Therefore osteoplastic lesions must be given much 
more and heavier irradiation. Invasion of muscle 


is often a favorable condition for radiotherapy. 


The use of radium in the treatment of osseous 
metastases has been neglected. The author regards 
radium as superior to the X-rays in the treatment of 
secondary bone tumors. He states that it is easily 
and painlessly applied. With adequate filtration, 
only the gamma rays are used, and when the irradia- 
tion is given in prudent doses it does not cause 
necrosis. Necrosis occurs usually when tumors from 
the surrounding regions invade the bone after de- 
stroying the periosteum and the afferent nutrient 
arteries. Under such conditions irradiation may 
accelerate the process. When the metastases in the 
bone are embolic, irradiation arrests the tumor 
growth and the calcification in the bone is increased. 
The use of small doses over a long period of time 
gives the best results. 

The author describes his technique of radium 
irradiation. He has obtained the most satisfactory 
results from juxtacutaneous irradiation for from ten 
to twenty days, depending on the depth of the bone 
and the gravity of the lesion. He uses 50, 100, or 
150 mgm. of radium and changes the position of the 
radium over the skin frequently. He reports several 
cases. The radium may be applied very easily in 
the patient’s home. 

In conclusion the author emphasizes the impor- 
tance of the analgesic action of radium in late cases, 


and states that the dangers of radiodermatitis are 
not underestimated. A. Louts Rost, M.D 


MISCELLANEOUS 


Lob: The Principles, Application, and Results of 
Short-Wave Diathermy (Grundlagen, Anwenduny 
und Ergebnisse der Kurzwellendiathermie).Zentr.:/)/, 
f. Chir., 1934, Pp. 2209. 


The effect of short-wave diathermy is due to the 
accumulation of heat in the tissues. This occurs 
according to the laws of Joule. The true curative 
factor is an immediate active hyperemia. For the 
dosage at the present time we are dependent upon 
the patient’s subjective sensations of heat. 

In acute surgical infections short-wave diatherm, 
is not the method of choice. It is dangerous to 
assume that short-wave treatment renders suryical 
treatment superfluous in cases of acute infectious 
processes. Surgery must always be considered |irst 
(Lexer). If sufficient drainage for the exudate has 
been provided, short-wave hyperemia may hasten 
the healing. In cases of acute tendon-sheath plhieg 
mons, acute suppurative osteomyelitis, and acite 
joint suppurations, short-wave treatment is cont ra- 
indicated. For carbuncles, short-wave treatment has 
been abandoned and the electric knife is now gener 
ally used. In incipient pyogenic infections, roentgen 
irradiation is superior to short-wave diathermy 

On the other hand, the indications for short-wave 
diathermy are being widened in all types of sub 
cutaneous surgical infections. Tuberculosis is re- 
fractory to this treatment, whereas the exudative 
form of tuberculous peritonitis, erysipeloid, and 
subacute tendon-sheath inflammations respond very 
well. 

The widest field of application for short-wave 
diathermy is the treatment of joint diseases which 
are not of an acute inflammatory or specific nature. 
Injuries of the joints (after the danger of bleeding 
has passed), persistent irritative effusions in a joint 
in cases of injury to the capsule, and joint effusions 
in the immediate neighborhood of fractures react 
well, as does periarthritis of the humerus and scapula. 
Myalgia, lumbago, neuralgia of various types, and 
neuritis are suitable for this form of treatment. Sub- 
acute postoperative infiltrations following plastic 
operations and strumectomies respond well. Fistule 
following recent abdominal operations close up faster 
after short-wave diathermy. 

Short-wave diathermy has no specific influence on 
tumors. 

In the discussion of this report Horscu reviewed 
experiences with short-wave diathermy at the 
Freiburg Clinic. His attitude is very skeptical. ‘| he 
improvements occurred chiefly in the mild or oily 
moderately severe cases of the various treatment 
groups. Some conditions—deforming arthrosis, ‘or 
example—became worse under the treatment. \o 
differences were noted in the results of treatment 
with the vacuum-tube apparatus and those obtained 
with the spark gap apparatus. 
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REHN stated that in his opinion long-wave 
diathermy has not been superseded and may yield 
better results when it is further improved. 

SCHITTENHELM stated that in two years’ experi- 
ence with the ultra short-wave he found that sub- 
acute inflammatory joint diseases react best, the 
reaction of gonorrhoeal monarthritis being especially 
surprising. Pneumonic infiltrations often clear up 
rapidly, especially those in an area near bronchiec- 
tasis. Inflammations of the nasal accessory sinuses 
and catarrhal affections of the upper air passages are 
favorably influenced. Furunculosis reacts satisfac- 
torily, but deeper abscesses do not respond. 

(RuGE). Joun W. BRENNAN, M.D. 


Binet, L., Laudat, M., and Auclair, J.: Hyper- 
thermia Caused by Short Waves (L’hyperther- 
mie provoquée par les ondes courtes). Presse méd., 
Par., 1934, 42: 1917. 

Dogs were given intravenous injections of chloro- 
lose and an hour later were treated with the dia- 
thermax apparatus with wave lengths of from 15 to 
18 meters. Some of the animals died when the 
temperature reached 43 degrees C., whereas others 
were able to withstand that temperature and a few 
were able to withstand a temperature of 46 degrees 
C. In the cases of ten of the dogs the temperature 
was raised to 42 or 43 degrees C. and then lowered 
gradually and a study made of the blood. The 
latter showed a great relative decrease in the plasma 


and an increase of the cells. The index of refraction 
was first lowered and then raised to a point higher 
than in the beginning. There was a slight increase 
of proteins. The proportion of serin to globulin was 
changed only slightly. The lipoids showed a slight 
increase, and there was a marked hyperglycaemia 
which disappeared quite rapidly when the heat was 
stopped. As a rule the urea was increased. The 
azotemia persisted even after the temperature was 
lowered. 

In all cases the hyperthermia was accompanied 
by an increase in the carbon dioxide with a con- 
sequent lowering of the alkali reserve. As dogs 
breathe much more rapidly under the influence of 
high temperatures, it might be supposed that the 
decrease in the alkali reserve was due to the hyper- 
ventilation. However, such a decrease occurs also 
in man in whom the rapidity of respiration is not 
increased by hyperthermia. 

The chloride content of the plasma showed an 
increase and that of the cells a decrease. While the 
changes in the chloride content of the blood were 
less marked than those in the alkali reserve, they 
seemed to be related to the latter and to follow 
them. In man, the chloride changes are in the same 
direction and almost the same in amount as those in 
dogs. 

In the case of one dog in which the urine was 
examined it showed progressive alkalinization. 

AuprEY Goss Morcan, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Blalock, A.: The Influence of Exposure to Cold and 
of Deprivation of Food and Water on the De- 
velopment of Shock. Arch. Surg., 1934, 29: 1055. 


In experiments on animals to determine the 
effects of cold and of deprivation of food and water 
on the minimum loss of blood necessary to cause 
death, loss of blood was produced in some instances 
by the removal of blood through a cannula placed in 
the femoral artery and in others by injuries to the 
muscles. 

In the experiments with regard to the effect of 
exposure to cold on the development of shock from 
haemorrhage and trauma the results were found to 
depend largely on the depth of anesthesia at the 
time of the exposure. In the experiments with 
regard to the effect of deprivation of food and water, 
the animals were deprived of food and water for 
forty-eight hours immediately preceding the studies. 
The loss of blood resulting in death was found to be 
not much less than in experiments in which the 
animals were not deprived of food and water. In 
the experiments in which death was produced by 
bleeding the weight of the blood removed from the 
femoral artery was approximately the same as the 
difference in the weights of the injured and unin- 
jured extremities in the experiments in which death 
was caused by trauma. 

Herpert F, Tuurston, M.D. 


Mitchell, A. G., and Brown, E. W.: The Clinical 
Implications of the Thymus and Status 
Thymicolymphaticus. Ann. J/nt. Med., 1934, 
8: 669. 


Statistical studies were made in the cases of 116 
infants and children who, according to the findings 
of roentgen examination, had an enlarged thymus. 
The control group were 81 infants and children who 
were free from thymus enlargement according to the 
same criterion. From the results the authors draw 
the following conclusions: 

1. In some instances an enlarged thymus gland 
can cause pressure upon structures in the thoracic 
inlet and lead to the development of such symptoms 
as dyspnoea, crowing respiration, cough, and cya- 
nosis. 

2. Other conditions are perhaps more frequently 
responsible for these symptoms than is enlargement 
of the thymus. 

3. An infant or child who has some cause for 
dyspnoea, cough, and cyanosis, such as respiratory 
tract infection or congenital heart disease, and who 
has also an enlargement of the thymus is more liable 
to develop these symptoms. Probably an enlarged 


thymus may aid in their production even when, in 
itself, it would be insufficient to cause them. 

The authors state that, according to statistics, 
there is no significant association between enlarge 
ment of the thymus and pylorospasm. There is no 
proof that convulsions are associated with enlarged 
thymus. Even in the case of a patient with an ey 
larged thymus the occurrence of convulsions shoul: 
lead to the suspicion of increased intracranial pressure, 
spasmophilia (tetany), or some other cause. In 
largement of the thymus demonstrable in the 
roentgenogram is by no means necessarily associate« 
with symptoms. Even when obstructive symptoms 
are present in the case of an infant or child with an 
enlarged thymus, a search should be made for an 
other possible cause. The studies herewith reported 
offer no solution of the problem of the relation of 
sudden death without apparent cause to status 
thymicolymphaticus. Wa ter H. Napier, M.D 


Ferrari, R.C.: Pilonidal Cysts and Fistula (Quist: 
o fistulas dermoideos coccigeos). Semana 
1934, 41: 1553. 


méd.,, 


Statistics on 142 cases of pilonidal sinus are pre 
sented. In 74 cases a single excision was performed; 
in 65, the sinus and coccyx were excised simulta 
neously; in 3, section, curettage, and packing were 
done. The wound remaining after excision was 
treated by wide open packing with iodine gauze 
Of 35 cases in which primary closure was done, heal 
ing occurred at once in 11 and suppuration requiring 
drainage occurred in 24. In 24 cases partial closure 
and packing of the remaining part of the wound 
were done. In 6 cases closure was effected with i 
bipedicled flap by Lahey’s technique. 

The best procedures for pilonidal cysts and fistula 
are wide-open packing and the Lahey plastic closure 
When wide-open packing is done the postoperative 
period can be shortened by covering the wound with 
Thiersch grafts. The procedure of least value is 
partial closure and packing of the wound. This is 
the treatment that causes the most marked dis 
turbances, is followed by the slowest healing, ani 
requires the greatest number of complementa: 
operations. 

Final results could be established in 64 cases in 
which the operation was performed at least one yea! 
and two months previously. A recurrence develope! 
in 14 cases. In none of the cases in which healing 
occurred was there any complaint of residual symp 
toms or discomfort. 

The author describes the findings of microscopi: 
examination. He calls attention to the difference 
between true and false recurrences. In true recur 
rences, a specific tissue of inclusion left behind in 
the previous excision is found. In false recurrences 
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the section shows only granulation tissue without 
a specific character. 

In the treatment, only complete excision is to be 
considered. The excision must include all of the 
region usually involved by the disease. It must ex- 
tend down to the sacrococcygeal fascia and laterally 
to the origin of the gluteal muscles. Frequently it 
must include the coccyx. 

WILirAM R. MEEKER, M.D. 


Matolay, G.: The Surgical Complications of 
Diabetes (Die chirurgischen Komplikationen der 
Zuckerkrankheit). Orvosképsés, 1934, 24: 737. 

The surgical diseases of diabetics may be divided 
into two large groups, those which are unrelated to 
the diabetes and those which develop because of the 
diabetes. In both groups there are cases in which 
operation must be performed immediately and 
cases in which it may be delayed. It is generally 
assumed that imperative operations must be under- 
taken without regard to the diabetes, whereas 
operations not absolutely necessary should not be 
performed even in the mildest forms of diabetes. 
In injuries, ileus, strangulated hernia, and _ per- 
forated gastric ulcer the procedure is the same as 
in the absence of diabetes. However, if the patient’s 
condition permits, it is best to postpone the opera- 
tion for three or four hours in order to prepare the 
patient and to combat an existing or threatened 
coma. Large doses of insulin and alkalies are 
indicated. The possibility of hypoglycemia must 


be kept in mind and the blood sugar constantly 
watched. For the practitioner who is not always in 
a position to determine the blood sugar, urine 


analysis for sugar will suffice to a certain point. 

Experience teaches that in young persons opera- 
tion often aggravates diabetes, even when tolerance 
is good and the urine contains no sugar or acetone. 

In the preparation for operation excessive starva- 
tion is of no value. On the other hand, if coma is 
present before operation, determination of the blood 
sugar is indispensable for correct regulation of the 
diet and differentiation between pancreatic and 
renal diabetes. 

During the postoperative management, factors 
which favor the formation of acetone must be 
eliminated. After abdominal operations, acetonuria 
is favored not only by operative shock but also by 
the loss of fluid and the unavoidable withholding 
of nutrition. The intravenous or rectal adminis- 
tration of fluids is necessary. The administration 
of large quantities of sodium chloride should be 
avoided. 

Since the discovery of insulin the indications for 
surgery have been widened and the results of surgi- 
cal treatment improved. The effect of insulin 
assures better and quicker healing, more rapid 
demarcation of necrotic tissue, and more active 
formation of granulation tissue. 

After injury diabetics frequently develop phleg- 
mons which have a marked tendency to spread 
rapidly. The fact that in the presence of diabetes 
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operations for ingrowing nails or corns may be 
followed by gangrene of the foot which often 
threatens life is well known. Infection and abscesses 
follow injections more often in diabetics than in 
healthy persons. Therefore great care is necessary 
even in the simple injection of insulin. Furuncles 
and carbuncles develop most frequently on the back 
and often spread rapidly to an enormous size. 
If the thinned skin over large and repeatedly in- 
carcerated umbilical hernia becomes necrotic, 
severe abdominal phlegmons develop. Suppurative 
middle-ear infections in diabetics readily lead to 
serious bone necrosis, sinus thrombosis, and men- 
ingitis. 

The prerequisite for good treatment of wounds is 
good general management. The local application of 
insulin hastens the healing of wounds. The most 
common complication is gangrene of the lower 
extremities. The most important cause of this 
condition is arteriosclerosis. Also of importance in 
its development is severe infection. Before the days 
of insulin it was the rule in cases of gangrene extend- 
ing beyond the toes to perform a leg or thigh ampu- 
tation. Asa result of the action of insulin, exarticu- 
lation of the toes is often sufficient. Amputations 
should be done simply and quickly. Anesthetics 
favor the development of acetonuria. Chloroform 
is not indicated. Ethyl chloride and a brief ether 
rausch are less dangerous. Spinal anesthesia seems 
to be best for local anesthesia, novocain without 
adrenalin should be used. As wound infection 
threatens in cases of diabetes, gentleness in operat- 
ing and careful hemostasis are important. A dis- 
advantage of insulin is its tendency to cause tissue 
cedema. A diet with a low salt content should be 
prescribed and the fluid intake limited. 

(Ittfés). Leo M. ZIMMERMAN, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Sheplar, A. E., Spence, M. J., and MacNeal, W. J.: 
The Therapeutic Use of Concentrated Anti- 
streptococcus Serum of the New York State 
Department of Health. Arch. Surg., 1934, 20: 
858. 

Serum therapy of streptococcic infections has 
been a controversial subject almost ever since the 
description of the first streptococcus serum by 
Marmorek in 1895. 

After a period in which streptococcus serum fell 
into disfavor, interest in it was revived by its some- 
what successful application in the treatment of 
scarlet fever and erysipelas. 

While the classification of haemolytic streptococci 
is still confused, there is no valid reason for distin- 
guishing between therapeutic sera for different 
clinical types of streptococcic infection. 

The most potent antistreptococcus serum now 
available appears to be the concentrated serum of 
the laboratory of the New York State Department 
of Health. SAMUEL Kaun, M.D. 
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DUCTLESS GLANDS 


Churchill, E. D.: The Operative Treatment of 
Hyperparathyroidism. Ann. Surg., 1934, 100: 
600. 


Churchill pays tribute to the work of Hanson, 
Collip, and Mandl which made possible the inter- 
pretation of the syndrome due to hypersecretion of 
the parathyroid glands. 

On the basis of recent studies he suggests the fol- 
lowing tentative classification of parathyroid dis- 
eases: 

1. Generalized enlargement of the parathyroid 
glands due to functional hyperplasia, but not asso- 
ciated with hyperparathyroidism (rickets, osteo- 
malacia, pregnancy, nephritis). 

2. Generalized enlargement and hyperplasia of 
the parathyroid glands associated with hyperpara- 
thyroidism. 

3. Focal hyperplasia (adenoma) of one or more 
parathyroid glands associated with hyperpara- 
thyroidism. 

4. Carcinoma. 

At the time this article was written twenty-one 
cases of proved hyperparathyroidism had been op- 
erated upon at the Massachusetts General Hospital. 
Three belonged to Group 2 and eighteen to Group 3. 
The author reports briefly three cases of generalized 
enlargement and hyperplasia of the parathyroid 
glands associated with hyperparathyroidism. In all, 
the serum calcium was constantly elevated and the 
serum phosphorus low. Also in all of the cases renal 
stones were present, but this was not significant as 
stones were present also in cases of solitary para- 


thyroid tumors. At operation, generalized enlarge- 
ment of all of the parathyroid glands was found and 
approximately three-fourths of the total parathyroid 


tissue was removed. The removal of this amount 
was sufficient to reduce the blood calcium and phos- 
phorus to the normal level and to relieve the clinical 
symptoms. 

On careful histological examination of the speci- 
mens by Castleman the parathyroid tissue was 
found to be formed almost entirely by large “‘water- 
clear’ cells resembling quite closely the cells charac- 
teristic of hypernephromata. In contrast, in tumors 
termed ‘‘adenomata,” a single section may show 
chief cells usually somewhat larger than those of a 
normal gland and at times multinucleated; oxiphile 
cells as in the normal gland; and at times ‘“‘water- 
clear” cells arranged in alveolar-like groups. The 
glands termed “hyperplastic”? show a greater vas- 
cular supply and an abundance of fat cells. 

Churchill believes that the discovery of one nor- 
mal parathyroid gland or of an enlarged gland with 
the histological characteristics of an adenoma ex- 
cludes the presence of generalized hyperplasia, 
whereas the finding of an enlarged gland with the 
histological picture of hyperplasia makes an ex- 
tended search for other hyperplastic glands essen- 
tial for proper treatment. 

Lester R. DracGstept, M.D. 


Rowntree, L. G., Clark, J. H., and Hanson, A. M.: 
The Biological Effects of Thymus: Extract 
(Hanson). J. Am. M. Ass., 1934, 103: 1425. 

Following the continuous administration of thy- 
mus extract to successive generations of parent rats, 
the authors observed a marked acceleration in the 
rate of growth and development during the early 
life of the offspring, particularly of the third and 
later generations. 

An extract derived from the thymus of young 
calves seemed to increase the weight and growth o/ 
prepubertal and mature male rats and of mated 
mature female rats. 

When thymus extract was administered to the 
newborn, little effect on growth and development 
was noted although in some instances opening of th« 
eyes occurred earlier. 

Thymus extract administered intraperitoneally to 
parent rats seemed to increase the number and siz 
of the litters and the birth weight of the offspring, 
but the biological effects were most striking anc 
most evident in the offspring when successive gene 
rations of rats were treated by intraperitonea| 
injection of the extract. 

The third generation of test animals were large: 
at birth and showed striking precocity in growth 
and development manifested by early eruption 0} 
the teeth, appearance of fur, opening of the eves, 
descent of the testes, and opening of the vagina 
Successive generations of rats born to thymus 
injected parents showed increasing acceleration of 
growth and development. Thus, in the fifth genera 
tion the teeth were erupted and the ears opened on 
the first day, the eyes were opened and the animals 
covered with fur by the third day, the testes ce 
scended between the fourth and fifth days, and the 
vagina opened in twenty days. 

In the thymus-treated strain of rats the young 
matured earlier and bred earlier. Offspring of th 
third generation of test animals cast litters on th 
fortieth and forty-fifth days. 

Weight curves showed an increasing acceleration in 
each succeeding generation. Animals of the fifth 
generation weighed more than double the norma! 
between the third and twentieth days. 

The acceleration of the rate of growth and de 
velopment of the untreated young born of thymus 
treated ancestors was apparently not affected 
through the mother’s milk since in two of the experi 
ments it occurred when the young were suckled bh) 
a control “wet nurse’? mother and it did not occu: 
in control animals suckled by 
mothers. 

Interruption of the administration of thymus fo 
one generation nullified completely or to a larg: 
extent the effect of the previous administration 0! 
thymus even when the previous administration had 
been continued through several generations. The lack 
of the thymus effect became more striking in suc 
ceeding litters. 

While precocity was lacking in early litters ol 
thymus-treated parents, it appeared in later litter: 


thymus-treate:! 
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Rats under thymus treatment appeared unusually 
docile, healthy, and contented. Excessive amounts 
of thymus extract resulted in an intoxication evi- 
denced by increasing auriculoventricular dissociation 
and eventual heart block. 

Howarp A. McKnicut, M.D. 


Shumacker, H. B., Jr., and Firor, W. M.: The 
Interrelationship of the Adrenal Cortex and 
the Anterior Lobe of the Hypophysis. Fdo- 
crinology, 1934, 18: 676. 


l'rom experiments on animals, the authors draw 
the following conclusions: 

Severe hypophyseal deficiency causes a striking 
atrophy of the adrenal cortex. In animals, the latter 
may be corrected by substitution therapy. Hyper- 
pituitarism results in hyperplasia of the adrenal 
cortex. Hypophysectomy destroys the capacity of 
the adrenal gland to undergo compensatory hyper- 
trophy when the other adrenal gland is removed. 
Adrenal insufficiency results in anatomical changes 
in the hypophysis, the most characteristic of which 
is a diminution in the number of the normal baso- 
philic cells. 

Both hypophyseal and adrenal deprivation cause 
a stunting of growth, inactivity, and a decrease of 
the body temperature. In hypophysectomized 


animals growth cannot be restored, activity in- 
creased, or the temperature raised by potent ex- 


tracts of hormone of the adrenal cortex. After 
hypophysectomy, animals may be subjected to 
unilateral adrenalectomy without affecting their 
weight, general activity, or health. In adrenalec- 
tomized animals weight loss cannot be checked, 
growth stimulated, the subnormal temperature 
raised, the general health improved, or survival 
prolonged by transplants of the hypophysis. The 
survival period after bilateral adrenalectomy is 
shortened by a preliminary hypophysectomy. 

In both hypophysectomized and adrenalectomized 
animals there is atrophy of the reproductive system 
with marked alteration of sex activity. The dys 
function and atrophy of the reproductive organs of 
hypophysectomized animals is not a_ secondary 
manifestation of the lack of hormone of the cortex 
of the adrenals as the administration of the latter 
fails to correct the changes in the reproductive tract 
or to restore sex function. On, the other hand, the 
sex changes in adrenal insufliciency are probably 
dependent upon degenerative changes in the baso- 
philic cells of the anterior lobe of the hypophysis. 
The hypophyses of adrenalectomized rats show a 
decrease in gonad-stimulating power. In mature 
adrenalectomized female rats, hypophyseal trans 
plants induce cestrus and in immature adrenalec 
tomized female rats they stimulate excessive genital 
growth and favor prematurity. 

Joun J 


Matonry M.D 
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